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HOW CAN | PREPARE MY CHILD FOR THE FUTURE? 


JOHN A. SHAW, M. D. 


FAYETTEVILLE 


Several parents have asked me recently, 
“What must I teach my child?’, and this 
question suggested to me the subject of my 
talk today. What can we do for the chil- 
dren of today to equip them for the duties 
of tomorrow, to enable them to get the most 
happiness out of living and to keep for them- 
selves their heritage of a free country? We 
should provide them with some fundament- 
als which have been proven sound and to 
which they can turn again and again for 
help in solving their problems. 

We cannot foresee the conditions which 
we must prepare them to meet, but unless 
we are exceedingly optimistic most of us will 
agree that they will be very different from 
any experienced in the past. There is now 
and perhaps there will be in the future more 
realism in life. The protective coat of a 
highly developed civilization may be partial- 
ly or entirely wiped off. You may say that 
I am a pessimist, but I say that those who 
are too optimistic today may some day be 
the theme of a treatise on “While America 
Slept.” Our golden age is past for a while. 
We have been the world’s most favored peo- 
ple, living in the nearest modern approach 
to a Garden of Eden, but.our standards of 
living will of necessity come down. 

The genius of this country, which has been 
directed toward the production of things to 
make life more abundant, is now being car- 
ried into other channels. We are going to 
have to do more for ourselves, and to find 
pleasures in ourselves. We will have fewer 
of them served to us at very little cost and 
with practically no exertion on our part. It 
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is going to be a harder existence that our 
children will face. 

There will be less chance for personal in- 
itiative and more necessity for conforming 
to a general pattern that will gradually be 
evolved. The new conditions may be of such 
nature that all will have to be brought under 
stricter rules and more direct control. While 
we shall still be the masters of our own 
destinies, we shall be regulated more, and 
the regulations may be burdensome to those 
who have been taught to recognize very 
little authority. 

The child of today—the citizen of tomor- 
row—is going to need all the fortitude, 
courage and adaptability of the first settlers 
to work out a happy and successful exist- 
ence. What can we do to help him? 

As physicians, our first thoughts are 
naturally devoted to preserving for these 
children healthy bodies and normal minds. 

As our preparedness program expands, 
there is going to be a greater shortage of 
doctors for the civilian population. There 
may be a tendency to lessen the work done 
by the national and state bureaus along the 
lines of child welfare. There may be, if we 
are not careful, a tendency to revert to 
symptomatic treatment and to think less in 
terms of a lifetime when we examine a child. 
There may be a shortage of medicines; there 
may be epidemics, especially in those areas 
where many are gathered together. There 
may be shortages of certain foods. 

Before any of these possibilities face us 
we must prepare to meet them. As regards 
the possible shortage of doctors, there is 
little to be done except by reducing our out- 
side activities as much as possible in order 
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to be better prepared for the eventuality if 
it occurs. 

At the first signs of any lessening of gov- 
ernmental health work, doctors should ap- 
peal as a body for no curtailment. The na- 
tion is going to need a sturdy race and the 
medical profession is the one most responsi- 
ble for this. They should be the first to point 
this out to the public and the governmental 
agencies. 

The tendency to symptomatic treatment 
will be a personal problem for the individual 
doctor. We have gone a long way in preven- 
tive medicine and the need for it was never 
more imperative. The profession should re- 
double its efforts to get the whole population 
protected from as many diseases as possible. 
The work that has been done in the past 
makes this easier. We should try to con- 
tinue the education along health lines that 
has already done so much for the people. 

This nation has never had a scarcity of 
foods and medicine. We have had too much. 
While other nations have had to try to pre- 
serve foodstuffs, we have had to restrict pro- 
duction. We have had to kill hogs and re- 
strict farming so that our surplus would not 
be too great. We shall always have plenty 
of food requisites. We may have less of the 
delicacies. The can opener may be relegated 
to a place of less importance in the house- 
hold, but there will be plenty to put in the 
old-fashioned jar. Home canning should re- 
gain much of its lost popularity. Thrift in 
feeding the family and care in the planning 
of diet must be practiced. People will “eat 
to live’, not “live to eat.’”’ Medicines of im- 
portance will be had in abundance, but, as 
with foodstuffs, there may be some scarcity 
of those that are not essential. 

Just as important as preserving the health 
of our children is teaching them to use their 
bodies and minds to secure both mental and 
economic security. I believe that children 
should be taught to work and to adapt them- 
selves to any situation. The average Ameri- 
can child is adaptable and will learn to take 
care of himself if the occasion arises. In 
recent years, however, the trend has been to 
give the child more and more pleasures and 
to require less and less the assumption of 
any duties. To give much and expect little 
is the usual custom of the American parent. 
This theory may be all right if the conditions 
the child will face are those that will con- 
form to a familiar pattern. On the other 
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hand, is it fair now to make life for the child 
a bed of roses when the path to be trod in 
the future may be covered with thorns in- 
stead of rose petals? We should teach him 
to work. The more anyone is able to do for 
himself, the better he will be fitted to face 
any situation in which he may be placed. A 
gradual realization that changes are taking 
place is much better for a young mind than 
the sudden discovery of the fact. Unques- 
tionably, in my opinion, the present younger 
generation is not as well fitted to face the 
vicissitudes of life as were their parents. 
It is not their fault, but the fault of their 
parents, who want the best for their chil- 
dren and who are putting protective walls 
around them. Many parents pride them- 
selves on making things easy for their chil- 
dren, and by the very giving and spoiling 
have wrecked their chances of happiness. 

For the parent who asks, “What must I 
teach my child?’’, I say again: Teach them 
to work. Instill in them faith in themselves, 
faith in their country and faith in their God. 
Start with the home and teach them the 
meaning of authority; teach them respect. 
Let them know of the hardships of past 
generations and help them to formulate 
ideals from which we, as a nation, have 
drifted away—ideals, beliefs and faith which 
were the cornerstone in the formative years 
of our country. Teach them to use their 
hands; teach them the real glory of labor, 
of a job well done. Teach them to get away 
from the artificial and to come back to the 
natural things of life. This applies not only 
to pleasures, but to the very art of living. 
Help them to learn to be independent and in 
a large measure to be able to carry on for 
themselves. 

In attempting to get across to youth that 
this is their country, that they in their gen- 
eration will own and control it, would it not 
be a good idea to get for each child a share 
of stock, small though it might be, in this, 
their own corporation? Take the money that 
would be put in some non-essential and get 
them a baby bond. Explain what it is; put 
across to them that it is a share of stock in 
their government, and that its value will de- 
pend upon the continued stability of their 
government. Get this for them by depriv- 
ing them of something else and let them 
know it. This might, ‘in some cases, give 
them a tangible instead of an intangible idea 
of what their connection with their govern- 
ment is. 
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In conclusion, would it not be wise to get 
back gradually to some of the fundamental 
principles and practices of life; to help 
parents get a different outlook as regards 
their duties to their children; and thereby 
to help educate the children to create for 
themselves a place in a changing world? 


Abstract of Discussion 


A Doctor: This is a wonderfully timely paper, 
and the speaker has taken a much broader view 
than most of us. One point that should be stressed, 
it seems to me, is that there will have to be a good 
deal of parental education. The program which Dr. 
Shaw has presented is a very inspiring one that is 
needed for this time, and one which should be 
studied and put into practice. As Dr. Shaw says, 
we are facing the end of the world we have known. 
We are going to have to adapt ourselves to the 
new conditions. I want to thank the speaker. 


Dr. W. E. Keiter (Kinston): I suggest that we 
have plenty of copies of Dr. Shaw’s address printed 


so that we can give them to the parents of our 
patients. 





ACUTE GLOMERULONEPHRITIS WITH 
SPECIAL REFERENCE TO 
TREATMENT 


W. RANEY STANFORD, M.D., F.A.C.P. 
DURHAM 


In 18386, Richard Bright wrote of acute 
glomerulonephritis: ‘This is, indeed, an hu- 
miliating confession, that, although much 
attention has been directed to this disease 
for nearly ten years—yet little or nothing 
has been done towards devising a method 
of permanent relief, when the disease has 
been confirmed; and no fixed plan has been 
laid down, as affording a tolerable certainty 
of cure in the more recent cases.” This 
statement of Bright’s is almost as true today 
as it was in his day. I shall not attempt to 
present any classification of Bright’s disease 
except to quote Addis, who says that “every 
student of Bright’s disease constructs his 
own classification to meet his own individual 
interests and needs.’’! 

In order to understand something about 
the difficulty in treating nephritis, it is im- 
perative that one know something of the 
anatomy, physiology and pathology of the 
kidney. I shall not attempt to explain any 
of these in detail, but in order to refresh 
your memory, I shall review them briefly. 
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The kidney is made up of possibly a mil- 
lion units, each of which is called a nephron; 
each nephron is composed of a malpighian 
body and a uriniferous tubule which extends 
from its beginning in the malpighian body 
to the collecting tubule. The malpighian 
body consists of a glomerulus and a covering 
membrane called Bowman’s capsule. Into 
this capsule enters an afferent vessel which 
immediately divides into four or five 
branches; each of these branches subdivides 
and forms a series of capillary loops which 
anastomose with one another, and reunite to 
form a smaller, efferent vessel. This leaves 
the glomerulus to break up into a plexus of 
capillaries over the neighboring tubules. 
Bowman’s capsule is composed of a parietal 
and a visceral layer. The parietal layer 
covers the inner side of the capsule; the vis- 
ceral layer, the capillary groups. The capsule 
itself is a continuation of the uriniferous 
tubule. The convoluted tubule is lined by 
low columnar epithelial cells, or pyramidal 
cells. The uriniferous tubule is continuous 
with the collecting tubule. 

The first theory of urine formation was 
evolved by Ludwig, and was called the 
“filtration-reabsorption theory”. Some time 
after this Heidenhain evolved what was 
called the “secretory theory”. Within recent 
years Cushny revived the “filtration-reab- 
sorption theory” and called it the “modern 
theory’’, but it remained for Richards and 
his associates, working at the University of 
Pennsylvania, to prove that Ludwig’s idea 
of the “filtration-reabsorption theory” was 
the correct one, and that he was entirely 
right in assuming that the pressure in the 
capillaries of Bowman’s capsule is higher 
than capillary pressure elsewhere in the 
body. This work was done on the kidneys 
of animals. With the use of delicate instru- 
ments, they measured the pressure in the 
capillaries and examined the contents of the 
glomerular capillaries by micro methods. It 
was found that this material was free of 
albumin and high in salt content, and that 
it showed sugar. Of course, the fact that 
the urine does not show sugar is evidence 
that some absorptive process has taken place 
between the glomerulus and the urinary 
bladder. Bieter and Hirschfelder, using the 
methods of Richards, experimented with 
phenolsulfonphthalein and with sodium sul- 
findigotate. They showed that the phthalein 
in the tubules was darker and more concen- 
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trated than that in the glomeruli. This con- 
centration, they concluded, was due to re- 
absorption”. 

Any discussion of pathology must, of 
necessity, be somewhat detailed. In the first 
stage of glomerulonephritis the endothelial 
cells lining the glomerular tuft become 
swollen and thus cut down the caliber of 
the vessels. This, in turn, causes an avascu- 
larization of the glomerulus. The injury 
makes the vessel wall more permeable, and 
red blood cells escape into the capsular 
spaces and appear in the urine. This process 
extends to include the reflected epithelial- 
covering cells of the tuft, and as a result of 
necrosis and degeneration of these cells, 
much cellular debris is noted in the capsular 
spaces. This material may become adherent 
and form casts which appear in the urine. 
The increased permeability of the vascular 
wall allows albumin to pass between the en- 
dothelial cells, and this, too, appears in the 
urine. Soon thereafter inflammatory cells 
with polynuclears accumulate in the capil- 
laries and migrate into the interstitial spaces 
of the tuft. 

Histologically, there is a markedly in- 
creased cellularity; hemorrhage becomes 
more and more prominent, and fibrin pre- 
cipitates out of the material which passes 
through the damaged glomerular filter. This 
appears as a layer over the surface of Bow- 
man’s capsule, frequently obliterating the 
orifice of the tubule. These masses of exu- 
date and cellular hyperplasia are spoken of 
as epithelial crescents. As a result of the 
acute inflammatory changes in the glomer- 
ulus the corresponding tubule undergoes sec- 
ondary degenerative changes with swelling 
of the cytoplasm of the cells, especially in the 
convoluted part. These degenerative changes 
are striking, and aid in the development of 
hyaline and granular casts. This process has 
been described as diffuse; however, as 
Richards has shown, the glomeruli do not all 
function simultaneously, and as a result of 
this some of the glomeruli escape extensive 
damage, and for this reason the kidney is 
able to carry on moderate renal function. 
Grossly, this picture represents the picture 
which was described to us as “the large red 
kidney” of older terminology. 

The etiology of nephritis remains obscure. 
The fact that nephritis follows so consistent- 
ly some infectious process has definitely es- 
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tablished that there is some relation between 
nephritis and certain types of infection. 
Tonsillitis, pharyngitis, sinusitis, the com- 
mon cold, peritonsillar abscess, and scarlet 
fever are frequent precursors of nephritis. 
The students of this disease have gone even 
farther, and have named the hemolytic 
streptococcus as the most frequent offender, 
though nephritis may follow pneumococcal 
infection, gram-negative coccal infection, 
pyogenic infection, and enteric fevers. At 
times, though, no apparent infection is 
found. 

Longcope”) has noted that the skin of a 
large proportion of patients suffering from 
acute and subacute glomerulonephritis is 
much more sensitive than the normal skin 
to culture filtrates of hemolytic streptococcus 
of the B type. He also has found that the 
serum of these patients will agglutinate 
killed cultures of a limited number of strains 
of hemolytic streptococcus. A most interest- 
ing point is that there is often a delay of 
several days following the primary infection 
before the nephritis is noted, and it is be- 
cause of this delay that much study and 
much conjecture have been made in recent 
years as to the character of the etiological 
agent. 

Most authors feel that nephritis is caused 
by an anaphylactoid reaction. As early as 
1912 Escherich and Schick brought out the 
view that glomerulonephritis was not in- 
duced by infection per se, but by the immune 
reactions resulting from the infection. 
Friedemann, Longcope and others since then 
have come to a similar conclusion. Loeb‘) 
says that we can hypothesize that an infecti- 
ous agent such as the hemolytic streptococ- 
cus produces within susceptible individuals 
nephrotoxic immune bodies. These in turn 
may give rise to acute or chronic glomer- 
ulonephritis. 

McLeod and Finney, using killed cultures 
of hemolytic streptococcus of the B type, in- 
jected the left renal arteries of a series of 
normal rabbits, and of a series of rabbits 
which had been sensitized to hemolytic 
streptococcus type B. Diffuse glomerulitis 
occurred in only 27.5 per cent of the norma] 
rabbits subjected to intra-arterial injections 
of hemolytic streptococci, but in 73.9 per 
cent of the sensitized rabbits. Therefore, 
they concluded that “sensitization” or infec- 
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tion of the animal rendered the kidney in 
some way particularly susceptible to the ac- 
tion of the dead hemolytic streptococci which 
were brought in direct contact with the 
glomerular capillaries’. 

McCann says that the work of Kay, in 
which he caused experimental nephritis by 
the injection of nephrotoxic duck serum, is 
interesting. Kay found that experimental 
nephritis developed more quickly after in- 
jection of nephrotoxic duck serum in rabbits 
which had previously received injections of 
normal duck serum. This probably explains 
the short latent period of the exacerbation 
of chronic glomerulonephritis as compared 
with the relatively long latent period of the 
initial attack. 

Schwentker and Comploier™ showed in 
their experiments that complement-fixing 
antibodies could be demonstrated in the blood 
of persons suffering from a streptococcal in- 
fection such as scarlet fever. These experi- 
mental data, of course, are of more academic 
than practical interest. However, this may 
explain why these chronic cases go on in a 
progressive way with no evidence of an in- 
fectious process. 

Fishberg says that true bacterial in- 
vasion of the kidney from the primary focus 
by way of the blood stream is highly im- 
probable, for true glomerulonephritis is very 
rare in puerperal and other forms of sepsis. 
He also says that numerous investigators 
have shown that the blood and urine are 
almost always sterile in patients with acute 
glomerulonephritis. He concludes that the 
renal process is probably the result of an 
injury by a toxic substance, and adds that 
the diffuse nature of the glomerular injury 
also speaks in favor of a toxic process. In 
further comment on the anaphylactoid 
theory, he says that a conceivable hypothesis 
would be that when the antibodies are 
formed in sufficient concentration, their in- 
teraction with the antigen results in a sub- 
stance which injures the capillaries and 
affects the glomerular capillaries, because of 
their special excretory function, to a far 
greater extent than any of the others. 

In leaving this anaphylactoid theory, it 
would seem proper to describe a mechanical] 
5. MeLeod and Finney, in The Kidney in Health and Dis- 

ease, Philadelphia. Lea and Febiger, 1935, p. 332. 
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theory evolved by Volhard, and elaborated 
in Fishberg’s book: “‘Volhard advanced an 
ingenious and novel explanation of the path- 
ogenesis of acute glomerulonephritis. He be- 
lieves that the glomerular ischemia is due to 
a block of the circulation before the termina] 
portions of the vasa afferentia. He holds that 
the circulatory obstruction is functional, con- 
sisting of a spasm of the smaller arteries. 
He regards the glomerular lesions as an ex- 
pression of the reaction to the resulting 
ischemia. He further believes that the 
arteriolar spasm is not confined to the kidney 
but is universal and thereby accounts for the 
hypertension, retinal lesions when present, 
and the pallor of the skin. He even accounts 
for the edema by ischemic injury to the 
capillaries.” Fishberg does not agree with 
this theory. He says that the capillaries are 
not empty and that their lumina are obliter- 
ated by swelling and proliferation of the en- 
dothelial cells and other inflammatory exuda- 
tion. 

No discussion in this group regarding ex- 
perimental work would be complete without 
mentioning the work which Dr. W. deB. 
MacNider has done on cell resistance in the 
kidney. While his work was done with toxic 
metal, he has definitely shown that the kid- 
ney is able to replace the destroyed cells 
with cells which are very resistant to the 
offending poison. It makes one wonder if 
the same resistance could not be built up to 
bacterial poison. 

I plan to outline a form of treatment de- 
scribed by Volhard, but I think it would be 
well to discuss first some of the symptoms 
to be treated. This will better prepare us 
for the rationale of the treatment procedure. 
There are two main problems involved in 
the treatment of acute glomerulonephritis. 
The first is to protect your patient from the 
dangers of the first stage; the second is to 
prevent the patient from going into the 
chronic stage. According to Volhard”’, it is 
important to realize that there is a general 
vascular constriction which affects not only 
the blood vessels of the kidneys but the blood 
vessels all over the body. This naturally 
causes a hypertension, and puts additional 
work on the heart. In most of these cases, 
there is some dilatation of the heart, venous 
congestion, increase in the size of the liver, 
and often marked dyspnea. At first the pulse 
has a tendency to be slow, but any rate over 
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80 should be considered with alarm. As soon 
as the heart rate begins to go above 50 or 
60, the heart should be protected. The pa- 
tient should be kept strictly in bed. It may 
be necessary to do a venesection, and if there 
is any sign of decompensation, digitalis 
should be used. The second danger from 
which the patient has to be protected is cere- 
bral edema. The signs of this condition are, 
of course, headache, vomiting, apathy, som- 
nolence, and loss of vision. The higher the 
blood pressure, the more danger to the brain. 
This danger, too, is lessened by venesection, 
catharsis, and by diet. Intravenous magne- 
sium sulfate is also of benefit. The third 
danger is that of renal insufficiency. If 
anuria is present, the patient will get an ac- 
cumulation of nitrogenous products and 
uremia. This condition does not often occur, 
because the kidney usually continues to ex- 
crete concentrated urine. In protecting the 
heart, brain and kidneys in the acute stages, 
Volhard uses what he calls the hunger and 
thirst treatment. I wish to say that I have 
had occasion to use this treatment on four 
patients at Watts Hospital in Durham, North 
Carolina. Later on in this paper, I plan to 
present these cases very briefly. 

This form of treatment is not without 
criticism. Fishberg@® makes the following 
statement about Volhard’s treatment: “The 
method has been extensively discussed in the 
German literature but almost all of the 
authors have failed to see any good results, 
and Rosenberg points out that it may incite 
convulsive seizure. I have had no experience 
with the method. The theoretical foundation 
seems very dubious, for the spasm of the 
preglomerular arterioles is not proven, and 
there is risk of elevating the blood pressure 
with resultant strain on the heart.” 

I will say in defense of Volhard, that we 
have run into no trouble with this form of 
treatment. Volhard@” says: “To accelerate 
the circulation in the glomeruli without op- 
eration and to open the closed vessels of the 
kidney, I have used the ‘Wasserstoss’ in get- 
ting over the danger of high blood pressure 
in the form of a water trial.” The treatment 
may be outlined as follows: After a diag- 
nosis of acute glomerulonephritis has been 
made, the patient is put on an absolute fast- 
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ing, dry regimen. The fasting and thirsting 
period lasts from three to five days. The 
patient should be weighed daily. The blood 
pressure should be taken daily. If the pa- 
tient is a child and complains too bitterly, 
he may be allowed to suck an orange, or 
have small amounts of ice from time to time. 
If the edema of the legs is marked, Volthard 
recommends elevating them. At the erd of 
the three to five day period, the patient is 
given, early in the morning, 1500 cc. of weak 
tea, which is supposed to be taken within a 
half to three-quarters of an hour. Volhard 
calls this the ‘Wasserstoss’. Following the 
administration of the weak tea, very marked 
diuresis is noted at times. If this does not 
occur, then the dry, thirsting treatment may 
be repeated. Occasionally during the fasting 
and thirsting period, the patient may lose a 
great deal of fluid. In this case, it is well 
to give fluids on the evening before the 
Wasserstoss, especially if the urine is very 
concentrated. If this is not done, the dry 
tissue will likely take up a lot of the fluid 
which is given in the tea. In a patient with 
moderate edema, Volhard recommends giv- 
ing 44 to 1 Gm. of sodium theophylline in the 
1500 cc. of weak tea. Once the diuresis is 
started, and, as Volhard thinks, the closed 
glomeruli have been opened, then masses of 
nitrate and sodium chloride will be swept out 
of the kidney. He says that occasionally, be- 
cause of extra-renal reasons, one is not able 
to get rid of the endogenous water supply. 
Then he advocates adding to the fasting, food 
which is poor in nitrate, in sodium chloride, 
and in liquids. In addition to this regimen, 
he uses a hot air apparatus, hot packs, or a 
prolonged, hot bath. After several days of 
this regimen, he repeats the Wasserstoss, 
and from then on he gives sweating and the 
Wasserstoss on alternate days until a diu- 
resis is reached. He puts off the radical 
measures, such as decapsulation. The symp- 
toms of improvement are lowering of the 
urea of the blood, with slow dropping of the 
blood pressure and increasing diuresis. The 
occasional interspersed water trial will give 
a very good indication of the amount of im- 
provement in the glomerular function. In 
the very refractory cases, it is possible that 
headache and eclamptic equivalents may oc- 
cur, usually at the time .of the water trial. 
These cases should be watched very closely. 
Volhard says that the only way to be sure 
that the glomerular vessels have been opened 
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is by a careful checking of the blood pressure. 
The blood pressure often decreases during 
the preparatory fasting, and may drop down 
to normal quickly, or it may come down 
gradually, after the kidneys have responded 
to the water trial. The hypertension may 
recur, and if it does, the fasting and Wasser- 
stoss should be repeated. The later the treat- 
ment is started in the disease, the longer it 
will take to get the diuresis and to get the 
blood pressure down. The blood pressure 
curve, and the estimation of the body weight 
will give a better estimate of the disease 
than the albumin and sedimentation of the 
urine. 


Case Reports 


Case 1. M. A. D., a 30 year old white 
male, was admitted to Watts Hospital on 
December 30, 1939, with a chief complaint 
of headache and swelling of the face and 
legs of one week’s duration. The tonsils had 
been removed six months prior to admission. 
He said that he had sore throat at times, and 
had had some respiratory infection recently. 
Ilis blood pressure on admission was 190 
systolic, 90 diastolic. The throat was very 
red; there were large pieces of tonsil in both 
fossae. The heart was definitely enlarged 
to the left; the rate was 96. There was a 
loud systolic murmur in the pulmonic area. 
Liver dullness was noted below the right rib 
margin, and there was slight lumbar tender- 
ness. There was definite puffiness about the 
face and eyes, and slight puffiness of the 
hands. There was no edema of the feet and 
ankles at the time of examination. The clini- 
cal impression was acute pharyngitis, in- 
fected tonsillar tags, acute sinusitis of the 
right antrum, acute glomerulonephritis. A 
urinalysis on December 31 showed a specific 
gravity of 1.020, an alkaline reaction, a light 
cloud of albumin, no sugar, a few hyaline 
and granular casts, many leukocytes, and 
many erythrocytes. Blood chemistry on 
January 1, 1940, showed a urea nitrogen of 
22 mg., and a blood urea of 46 mg. On Janu- 
ary 30 the urea nitrogen was 10 mg. and the 
blood urea 21.4 mg. A urine culture on Janu- 
ary 1 showed mixed bacteria. The plasma 
proteins were normal, with a total of 7. A 
blood count on December 31, 1939, showed a 
hemoglobin of 82 per cent, 4,140,000 red 
blood cells, and 14,500 white blood cells. The 
highest sedimentation rate was on January 
2, and was 27 mm. in 60 minutes. On Janu- 


ary 31 the sedimentation rate was 15 mm. 
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in 60 minutes. The phenolsulfonphthalein 
test on January 31 showed an elimination 
of 56 per cent in the first hour. 

The patient was put on Volhard’s regimen 
on December 31, 1939. His blood pressure 
was checked daily. The weight was checked 
on January 1, 1940. On January 3, 1940, 
the patient was given 1500 cc. of weak tea 
before breakfast. On January 4 he was al- 
lowed to have fluids freely. On January 5 
he was put back on a dry diet with about 
600 ce. of fluids daily. On January 9 he was 
again given 1500 cc. of weak tea, and 7.5 
grains of caffeine sodium benzoate after he 
had finished the tea. Magnesium sulfate in 
half-ounce doses was used every day. The 
last blood pressure reading, taken before the 
patient’s discharge from the hospital, was 
138 systolic, 80 diastolic. Both antrums were 
opened while the patient was in the hospital. 
The last progress notes made by the intern 
stated that the patient was discharged much 
improved. 

This patient was seen in the office on April 
3, 1940, at which time his blood pressure 
was 115 systolic, 70 diastolic; pulse, 90. No 
abnormality was noted. The urine at that 
time showed a specific gravity of 1.016, an 
acid reaction, no sugar or albumin; the mic- 
roscopic examination showed 2 or 3 white 
blood cells per high power field, a few epi- 
thelial cells, and no casts. Following this 
visit to the office, the patient had his pieces 
of tonsil removed on April 9, 1940. He re- 
turned to the office to be checked over on 
April 30, 1941. The blood pressure at that 
time was 105 systolic, 70 diastolic; the pulse 
rate 72. The urine showed a specific gravity 
of 1.015, no albumin or sugar; an occasional 
white blood cell was noted in the microscopic 
examination. The phthalein output was 60 
per cent in the first hour, and 10 per cent 
for the second hour. The patient seemed to 
be normal in every respect. A heart tracing 
was reported within normal limits. 

Case 2. J. E. H., a 28 year old white male, 
was admitted to Watts Hospital on Novem- 
ber 9, 1940, with a chief complaint of “kid- 
ney trouble’. One month prior to admission 
he had had a severe cold. Following this he 
developed sinus infection and sore threat. 
Two weeks prior to admission he noted pufti- 
ness about the face and eyes, and developed 
rather marked edema of the lower extremi- 
ties. He also noticed edema of the scrotum. 
He was told a week prior to admission that 


he had kidney trouble. 
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On admission his blood pressure was 150 

systolic, 75 diastolic. The nose was stuffy. 
The tonsils were badly diseased and en- 
larged. There was some posterior cervical 
adenopathy. The heart was definitely en- 
larged to the left; the rate was 72, and there 
was a loud systolic murmur at the pulmonic 
area transmitted down the left sternal bor- 
der. There was slight edema of the abdomi- 
nal wall. Liver dullness was noted two 
inches below the right rib margin. There 
was marked edema of the scrotum and 
marked edema of the lower extremities. The 
clinical impression was diseased tonsils, and 
acute glomerulonephritis with edema. The 
electrocardiographic tracing was within nor- 
mal limits. The sedimentation rate was 26 
mm. in 60 minutes on November 10, 1940. 
X-ray of the sinuses showed a clouding of 
both antrums. A urinalysis on November 
10 showed a specific gravity of 1.016, an 
acid reaction, a cloud of albumin, and no 
sugar. There were many granular and hyal- 
ine casts, 100-125 white blood cells, and 100- 
125 red blood cells per high power field. A 
blood count on the same day showed a hemo- 
globin of 80 per cent, 4,450,000 red blood 
cells, and 8,600 white blood cells, with 71 
per cent polymorphonuclears, 28 per cent 
lymphocytes, and 1 per cent monocytes. The 
urea nitrogen on November 10 was 27.8 mg., 
and the blood urea 59.3 mg. <A culture from 
the throat showed hemolytic streptococcus. 
The blood protein was normal on November 
16. On December 5 his phenolsulfonphthal- 
ein elimination test was 41.6 per cent the 
first hour and 12 per cent the second hour 
a total of 53.6 per cent elimination. 
The patient was put on Volhard’s regimen, 
and was given epsom salts on November 9. 
On November 13 he was given 1500 cc. of 
weak tea. The blood pressure on November 
15 was 165 systolic, 90 diastolic, and on 
November 20 was 120 systolic, 80 diastolic. 
The patient was much improved and was 
discharged on December 5. This patient was 
seen by me through the courtesy of Dr. R. 
EK. Nichols, Jr. 

Case 3. D. A. G., a 30 year old white male, 
was in Watts Hospital from March 23, 1940 
to April 4, 1940, with a diagnosis of peri- 
tonsillar abscess and secondary anemia. He 
was readmitted on April 8, 1940, with an 
acute nephritis. His blood pressure when he 
was in the hospital first was 134 systolic, 
80 diastolic; when he was readmitted, his 
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blood pressure was 160 systolic, 100 diastolic. 
There was pitting edema of the extremities 
with marked pallor of the skin and puffiness 
of the face. The medical resident noted that 
he had a gallop rhythm of his heart. There 
was a recurrence of his peritonsillar abscess. 
The predominating organism was the hemo- 
lytic staphylococcus. 

On April 10, he was put on Volhard’s 
regimen. I shall not record the laboratory 
findings, except to give one urinalysis on 
April 10, which showed a specific gravity 
of 1.012, an acid reaction, a cloud of albumin, 
no sugar, a few waxy casts, a few hyaline 
and granular casts, many leukocytes, and 
many erythrocytes. The Wasserstoss was 
administered three days later. On April 14, 
he was put on a salt-free diet, containing 60 
Gm. of protein, and high in carbohydrates; 
fluids by mouth were limited to 900 ce. daily. 
Two hundred and fifty cubic centimeters of 
25 per cent glucose were given intravenously 
twice daily. The patient’s tonsils were re- 
moved on April 25, 1940. The intern’s notes 
say that the patient was discharged on May 
4, 1940, in good condition. This patient got 
rid of his edema, but I understand that he 
has not done so well since he left the hos- 
pital. He was given a cystoscopic examina- 
tion on April 19 by Dr. William Coppridge, 
who made the diagnosis of bilateral staphyl- 
ococcic pyelonephritis. As will be noticed, 
this patient did not present a typical glomer- 
ulonephritis, but he did respond to Volhard’s 
treatment though the regimen was not car- 
ried out as strictly as in the other cases. 
This case was also seen by me through Dr. 
R. E. Nichols’ courtesy. 

Case 4. The last case I am presenting was 
not an acute glomerulonephritis, yet the pa- 
tient responded very well to Volhard’s regi- 
men. 

L. T. F., a 40 year old white male, 
was admitted to Watts Hospital with a his- 
tory of having shown white blood cells and 
red blood cells in the urine for quite a long 
period. There was an old hospital record of 
January, 1930, which showed that he had a 
few pus cells and red blood cells in his 
urine. Clinically this probably should be 
classed as another case of pyelonephritis. 
He showed very few casts in his urine at any 
time, but did show many pus cells and red 
blood cells. The admission diagnosis was a 
subacute exacerbation of an old nephritis. 
He was put on Volhard’s regimen, and the 
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edema disappeared. However, he developed 
a very sore throat, and an acute exacerba- 
tion of his nephritis. His urea nitrogen, 
which had dropped from an admission figure 
of 41 mg. to 32 mg., went up to 116 mg. 
There was no appreciable delay between the 
pharyngitis and the flare-up of nephritis. 


Conclusion 


In conclusion, I wish to stress the impor- 
tance of early and adequate treatment for 
these cases of acute glomerulonephritis, for 
every day that a patient walks about with 
this condition renders the prognosis darker 
and diminishes the chances of complete and 
ultimate recovery. All of Volhard’s patients 
who came into his clinic in the first weeks of 
the disease recovered completely. I would 
not leave you with the idea that I think 
Volhard’s treatment is the only treatment 
for acute glomerulonephritis; I have used 
other forms of treatment with success, and 
I am sure that you have. But I do think all 
of us should know of this form of treatment, 
because most of us, I am sure, have been 
guilty at times of overloading the patient 
with fluids when he was already “water- 
logged’’. 


Abstract of Discussion 


Dr. Wm. deB. MacNider (Chapel Hill): I suppose 
the only way we gather understanding is through 
a meticulous process of research, and by such a 
process we focus our minds and our observations 
on certain specific and meticulous parts of the organ 
or of an individual, and forget to see the organ or 
the individual as a whole. That perhaps is the 
process that we have participated in in our study 
both of experimental nephritis and of nephritis as 
it occurs clinically. 

It has always struck me as being rather foolish 
in acute glomerulonephritis, in which Dr. Stanford 
indicated there was inability of the kidney to move 
water from the tissues, to persist in attempting to 
force water into those tissues on the assumption 
that we can dilute some toxin and that a diuresis 
will finally develop. The kidney is a structure made 
up of epithelial tissue, a tissue which can easily 
swell, and of vascular tissue in the form of glomeruli 
which furnish blood to the glomerulus and to the 
epithelium. The combined action of the two forms 
urine. The kidney is not like the liver, which can 
swell tremendously and still function, but these two 
types of tissue in the organ, vascular and epithelial, 
for physiological purposes, are confined in a fibrous 
substance which does not permit excessive swelling. 
When fluid accumulates in the connective tissues, 
it occurs also in the liver tissue and the kidney 
tissues, and in the kidney tissue it can not dissipate 
itself. The result, whether the injury is primarily 
vascular or primarily epithelial, is that you get 
secondary swelling of the epithelium which inter- 
feres with the circulation through the kidney. The 
kidney can not function effectively until an adequate 
amount of blood is exposed to it, from which it can 
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remove that product designated as urine. I sup- 
pose that when an individual with acute glomeru- 
lonephritis is starved and fluid is withheld, some of 
the swelling in the connective tissue tends to sub- 
side. When it subsides it permits the influx of more 
blood. It permits not only an opening for glomeruli 
to function, but exposes more blood to the action 
of the epithelial part of the nephron. Likely that 
is what happens. 

After that process has started, but not before— 
and I should think, Dr. Stanford, that that is where 
we might get in trouble with it—after that process 
is started, then it strikes me as quite logical to 
introduce fluids, and considerable amounts of fluids, 
by mouth, for various reasons. In the first place, with 
the absorption of more fluid in the blood, there is 
more fluid to be removed by the kidneys. Second, 
the viscosity of the blood is decreased, which ac- 
celerates the flow of blood through the kidney—a 
very important factor. Third, with an increased 
amount of fluid in the blood, there is bound to be 
some elevation in pressure, transitorily, but when 
the glomeruli are opened a little by that pressure, 
fluid is removed from the blood and enters the 
tissue. This not only removes the fluid as urine but 
also removes chemical products which are responsi- 
ble in part for the real elevation of pressure. 

It seems to me that the plan which Volhard has 
suggested and which has been emphasized by Dr. 
Stanford is rather logical. You withhold fluid for 
a bit until the edema tends to subside. I assume 
that. After it has subsided so that circulation in 
a natural fashion has begun to be established 
through the kidney, then you can Wasserstoss the 
kidney. The caffeine in the tea accelerates the flow 
of blood through the kidney and favors adequate 
output. 

I enjoyed Dr. Stanford’s paper and think it is a 
suggestive piece of work and a most useful message. 

Dr. Stanford: I want to thank Dr. MacNider for 
his very instructive discussion. I do not believe as 
Volhard does that the difficulty in the glomeruli is 
due entirely to the arteriolar spasm, because the 
pathology of the kidney refutes this theory; how- 
ever, there is undoubtedly some spasm of the 
arterioles. I believe that the main benefit of the 
Volhard treatment is due to a concentration of the 
blood in the vessels, and this causes a flow of the 
fluids from the tissues into the blood vessels, and 
as Dr. MacNider has suggested, it begins to relieve 
the pressure in the kidney caused by the edema. 
I want to leave you with this warning: Patients 
undergoing this treatment should be watched very 
carefully. I refer especially to their circulation 
(heart, brain and blood pressure), their blood chem- 
istry and their weight. 





The Indication for Gross Iron Therapy.—Under 
normal circumstances the body is able to replenish 
a depleted iron store from dietary sources alone but 
at a relatively slow rate. Approximately 25 milli- 
grams of absorbed iron is required to synthesize 
enough hemoglobin to raise the level one per cent. 
When one considers that only about 5 milligrams 
daily are absorbed from an adequate food intake, 
simple calculation would indicate that some fifty 
days would elapse before a rise of ten per cent in 
hemoglobin level could be expected. When by com- 
mon experience this absorption rate is accelerated 
ten or fifteen times by the addition of an excess of 
inorganic iron to the diet, the indication for gross 
iron therapy becomes obvious.—Philip F. Eckman, 
M.D.: Indications for Use of Iron in Treatment of 
the Anemias, Minnesota Medicine, 23:714 (October) 
1940, 
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THE CARE OF PATIENTS WITH 
INCURABLE CANCER OF 
THE CERVIX 


J. P. ROUSSEAU, M. D. 
WINSTON-SALEM 


It is a discouraging fact that in spite of 
extensive publicity propaganda about cancer, 
improved methods of diagnosis, and surgical 
and radiation treatment, we are, as vet, able 
to obtain no better than an average of 32 
per cent five-year survival rate in unselected 
cases of cancer of the cervix. This average 
is based on reports by the International Can- 
cer Committee after analysis of reports from 
sixteen leading clinics throughout the world. 
The five-year cure rate varies from 100 per 
cent in early stage 1 cancer of the cervix 
to a 0 per cent rate in the late stage 4 group. 

This means that sooner or later 70 per 
cent of the uterine carcinomas come to the 
stage where further active treatment in the 
hope of curing the disease is: futile. 

This unfortunate group of patients de- 
serve the best care the medical profession 
has to offer. Too often, they are neglected 
and left to their own resources to obtain re- 
lief from pain. Many are driven into the 
hands of the quack, who quickly exhausts 
their financial resources. 

In some states special institutions are 
maintained for the care of the incurable 
cancer victim. Unfortunately, we do not 
have such facilities in North Carolina. We 
can, however, do much to make the slow 
process of dying in this group of patients 
less painful. 

The following simple treatment pro- 
cedures, easily carried out by anyone trained 
in the practice of medicine, have been found 
of great value: 

First: The correct diagnosis and apprais- 
al of the incurability and hopeless nature of 
the disease must be made. I place this first 
for obvious reasons. Certainly no patient for 
whom there is the slightest chance of a cure 
should be refused active treatment. How- 
ever, patients are frequently sent great dis- 
tances with the hope that radiation treat- 
ment will cure them. On their arrival at the 
designated clinic, it is found that radium 
and x-ray can do no good. My experience is 


From the Department of Radiology, Bowman Gray School 
of Medicine of Wake Forest College, Winston-Salem, 
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that attempts at radiation in the far ad- 
vanced cases may do harm and increase the 
patient’s discomfort. Correct evaluation of 
such a patient’s disease would save the dis- 
comfort of a tedious and painful journey and 
much disappointment. 

Second: Since it is an established fact 
that most patients with cancers of the uterus 
do not die of the cancer per se, but from 
ureteral obstruction, anuria, and uremia, it 
is necessary to have complete knowledge of 
the urinary tract. This is best obtained by 
intravenous urograms. If obstructive uropa- 
thy is found, a catheter in the ureter will 
do much toward relieving the pain in the 
back and pelvis, reducing the toxemia and 
prolonging life. 

Third: In many cases pyometra is found 
to be present as a result of obstruction in 
the cervical cana] from the growth itself, 
or from stenosis of the canal which some- 
times follows radium treatment. For this 
condition, gentle dilatation of the cervix and 
lavage of the uterine cavity with saline 
through a soft rubber tube is indicated. 

Fourth: Parametric abscesses frequent- 
ly develop in uterine cancer because of the 
associated infection found in almost all cases. 
If this is present, prompt colpotomy should 
be done. : 

Fifth: Cases with bladder wall involve- 
ment and associated cystitis, with its many 
distressing urinary symptoms, can frequent- 
ly be relieved by irrigations of the bladder 
and the use of an indwelling catheter. 

Sixth: For painful metastatic lesions to 
the bones, high voltage roentgen therapy is 
of most value as a palliative procedure. 

Seventh: When the final stage of drug 
therapy is reached, it is best to begin with 
aspirin to which may later be added codeine. 
When this no longer gives relief, it is worth 
while, before starting the patient on mor- 
phine, to try cobra venom". This should be 
started with 0.5 cc. intramuscularly the first 
day and 1 cc. daily thereafter for a week to 
ten days. In many cases prompt and pro- 
longed relief is obtained. In cases which are 
not relieved, it then becomes necessary to 
resort to the use of opiates. A convenient 
method of administering morphine is in the 
form of Schlesinger’s solution”, starting 
with ten drop doses daily, which may be in- 


1. Hodes and Thorner: Relief of Pain in Cancer, Am, J. 
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creased as needed. The formula of this solu- 
tion is as follows: 


Hyoscine hydrobromide . . 0.025 

Ethyl morphine hydrochlorid 4.0 

Morphine sulfate ; 2.0 
100.0 


Aqua distillata 
Eighth: In cases in which the above 
methods fail to give relief, the careful in- 
jection of alcohol in the subarachnoid spinal 
space is a valuable procedure which often 
gives permanent and lasting relief. For vis- 
ceral pelvic pain, presacral neurectomy is of 
value in some cases. 

Ninth: For proctitis, diarrhea, and rectal 
tenesmus, a liquid diet and tincture of opium 
in 30 drop doses three times a day should 
be tried. 

Tenth: For patients with severe infec- 
tions, chills, and fever, the use of the sulfo- 
namides, blood transfusions, intravenous 
fluids, with frequent hot boric acid douches 
will do much toward relieving the associated 
toxemia. To the douche solution, the addi- 
tion of aromatic chlorazene powder, one 
tablespoon to the quart, is of definite value 
in reducing the fetid odor of the uterine 
discharge. 

Eleventh: For the control of severe and 
alarming hemorrhages, which are rarely 
fatal, a vaginal tamponade with gauze soaked 
in vaseline, and the careful application of 
acetone to the vaginal vault is usually all 
that is necessary. 

Twelfth: For the ileus frequently present 
in the late stages of cancer, low residue diet, 
liquid petrolatum, and enemas are indicated. 
Operative interference is definitely contra- 
indicated at this late stage. 

Beyond the above procedures we have little 
left in our therapeutic armamentarium, ex- 
cept careful nursing, wholesome diet, and 
kindness and sympathy both for the patient 
and her loved ones. 





Evolution. — Whether science and the scientific 
method, whether understanding, honesty, reason and 
justice can contrive survival values equal, if not 
superior to the blind forces of nature which shaped 
man’s past, is as yet in the laps of the gods. Still, 
we can not deny the possibility, and we will nvrse 
the hope that the hairy ape who somehow lost his 
tail, grew a brain worth having, built speech and 
song out of a hiss and a roar. and stepped out of 
the cave to explore and master the universe, may 
some day conquer his own irrational and myopic 
behavior towards his kin.—A. J. Carlson: Science 
Versus Life, Science, 93:99 (January 31) 1941, 
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MANAGEMENT OF CONGESTIVE 
HEART FAILURE 


THE 


W. T. RAINEY, M.D., F.A.C.P. 


FAYETTEVILLE 


In this discussion of the management of 
congestive heart failure nothing new is pre- 
sented, but an effort is made to outline the 


practical handling of these cases when and 
where they are found. For obvious reasons 
some of the laboratory procedures have been 
omitted or merely mentioned and, as far as 
possible, the procedures presented will be 
those which can be carried out in the home 
without the aid of elaborate laboratory 
equipment. Much can be done for patients 
with congestive heart failure, not only 
toward relieving them of their extreme dis- 
comfort but toward restoring them to a life 
of comparative ease and usefulness. 

Unlike acute infectious diseases or surgic- 
al conditions in which a complete cure is to 
be expected, the treatment of congestive 
heart failure is concerned with the amelior- 
ation of symptoms. Its purpose is to di- 
minish suffering, to prolong life, and to in- 
crease the usefulness of the patient for as 
long as possible. When congestive failure 
occurs the heart has already been damaged 
beyond repair, but with careful treatment 
the patient can sometimes be restored to a 
useful if limited occupation. 

One must take into consideration the 
economic and social status of the patient: 
whether the man’s job will be jeopardized 
by four to six weeks spent in bed, whether 
he has sickness insurance, and other purely 
non-medical factors. 

In the moderately advanced cases careful 
history taking and examination will reveal 
increasing dyspnea, some cough, moderate 
pitting of the ankles, a slightly engorged and 
tender liver which can be palpated below 
the costal margin, and a few rales at the 
bases of the lungs. The heart will be slightly 
dilated and the rhythm may be irregularly 
irregular, indicating auricular fibrillation. 

The blood pressure findings will be de- 
termined by the previous condition of the 
patient. A Wassermann test and urinalysis 
should be done, and if possible, a blood non- 
protein nitrogen and creatinine determina- 
tion should be obtained. A phthalein test or 
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urinary concentration test will aid in de- 
termining the functional activity of the kid- 
neys. 

Complete rest in bed is the first and most 
important part of the treatment. A frank 
discussion with the patient regarding his 
condition and the measures which will best 
control it will aid in getting him off to a 
good start. Most patients raise strenuous ob- 
jections to remaining away from work for 
a sufficient time to carry out a satisfactory 
treatment, and want to compromise by 
agreeing to give up part of their work and 
“take it easy” for a while. Others, when 
they feel better, after a few days rest, want 
to shorten the length of stay in bed and 
return to limited activities before the heart 
has had time to store up sufficient reserve 
to permit this. When it is explained that 
the heart, unlike an injured limb, cannot be 
stopped and put at absolute rest, but that 
when the body is put at rest in a horizontal 
position 25,000 heart beats per day will be 
saved and the load on the heart lessened 
most patients will see the necessity of carry- 
ing out the treatment as outlined. They 
should be assured that going to bed does not 
necessarily mean that they are in a grave 
condition, but that it is a means of prevent- 
ing such a condition. In those cases in which 
the condition is not too serious the beginning 
of treatment may be postponed a few days 
to allow the patients time to arrange any 
matters which might prevent their getting 
a complete mental and physical rest. 

Care should be taken to see that every- 
thing at home is conducive to complete re- 
laxation and rest. When possible, a room 
should be selected which is bright and cheer- 
ful, but quiet, and where interruptions are 
least apt to occur. The bed should be com- 
fortable and plenty of pillows available to 
be used as a backrest and support for the 
forearms and knees. Most patients object to 
the bed pan, and in these cases a commode 
at the side of the bed can be safely used, 
unless their condition is too serious. Visitors 
should be restricted in the beginning, al- 
though light reading and the radio may be 
permitted. 

Many patients with congestive heart fail- 
ure have nocturnal dyspnea and spend rest- 
less and sleepless nights which add to their 
already heavy burden. In morphine and di- 
laudid we have at our command drugs which 
will prevent this. Their judicious use hypo- 
dermically will add to the patient’s comfort 
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and shorten the period of ureatment. Usually 
after a few nights the relief will be such 
that bromides or phenobarbital may be sub- 
stituted with equally good results. At times 
sedation and rest may improve the circula- 
tion to such an extent that digitalis will not 
be necessary. 

The diet is another important part of the 
treatment. If the patient is overweight, has 
hypertension, or is very edematous, the Ka- 
rell diet consisting of 200 cc. of whole milk 
four times a day, with a little more water 
or cracked ice for thirst, often produces a 
feeling of restfulness and relaxation which 
improves the general condition without any 
other medication. This diet is easily taken 
and is low in calories, salt, protein and fluid 
content. It should be continued for two or 
three days or longer, depending on the con- 
dition of the patient. The semistarvation 
produces a fall in blood pressure, pulse rate 
and basal metabolic rate, thereby diminish- 
ing the load on the heart and improving the 
circulation. After this a more general diet 
containing the proper amount of vitamins is 
gradually allowed, with restriction of the 
salt intake and limitation of the fluid intake 
to 1200 or 1500 cc. a day. A liberal amount 
of protein is permissable unless there is real 
evidence of nephritis. It is desirable to keep 
the weight at or slightly below the normal 
for the individual, and the caloric intake 
should be regulated so as to obtain this. No 
large meals should be allowed, and if neces- 
sary four or five small ones should be sub- 
stituted. Gas forming foods and those which 
the patient knows he cannot digest should 
be omitted. 

It is desirable for the patient to have a 
stool every day or two, either naturally or 
as a result of a mild laxative or enema. If 
the patient is taking very little solid food a 
stool every two or three days is sufficient, 
provided there is no abdominal distention 
or discomfort. Drastic purgation should be 
avoided, as it increases the load on the heart 
and does not have sufficient effect on the 
edema to warrant its use. 

There are some differences of opinion as 
to the use of tobacco. The ideal would be to 
omit it entirely, as it is generally believed 
that it has a vasoconstrictive action on the 
peripheral arteries. However, the restless- 
ness resulting from its discontinuance is 
sometimes worse for the patient than any 
untoward effects a moderate use might have. 
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If it is allowed the daily supply should not 
exceed eight cigarettes or two cigars. 

Digitalis is probably the most extensively 
studied drug, yet many questions as to its 
modes of action remain unanswered. How- 
ever, it is the most important drug in the 
treatment of congestive heart failure. Its 
limitations and indications are still matters 
of dispute, but its effects are more accurate- 
ly known. Formerly it was believed that it 
was contraindicated in aortic valvular dis- 
ease, in febrile conditions, and in hyperten- 
sion. Now it is generally accepted that in 
cardiac failure with hypertension the blood 
pressure generally falls if the congestion 
disappears, and that if it does not fall the 
outlook is less favorable. It is the opinion 
of most men that digitalis is indicated in 
any condition associated with congestive 
heart failure. The best responses from its 
use are seen in those cases of failure ac- 
companied by an irregular rhythm, but good 
results are likewise obtained when the 
cardiac rhythm is regular. 

The preparation used will depend to some 
extent upon the physician’s familiarity with 
the different types and the patient’s pref- 
erence for a pill or liquid. As the drug will 
probably be used for a long time a prepara- 
tion which is not expensive should be chosen. 
The amount of digitalis taken must be ac- 
curately known and controlled. Nowadays 
all preparations offered by reliable pharma- 
ceutical houses are carefully standardized by 
the manufacturer. The claim that certain 
specially prepared preparations will not be 
nauseating is misleading, because any dig- 
italis which is active can produce nausea. 
The tablet of powdered digitalis is probably 
the best preparation to use because the dose 
can be more accurately controlled; however, 
it is sometimes more nauseating than the 
tincture. The dosage of the latter cannot be 
as accurately controlled, because the size of 
the drop depends upon the size of the drop- 
per, the angle at which the dropper is held 
and the speed at which the drops fall. If the 
tincture is used a minim graduate should be 
obtained so that the amount can be more 
accurately measured. Most pills of digitalis 
contain 114 grains—one cat unit. 

For the average patient weighing about 
150 pounds it will require about 30 grains 
of digitalis or 300 minims of tincture of dig- 
italis to digitalize him, though the amount 
may vary. The rate at which this is given 
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will depend upon the condition of the patient 
and the frequency of the physician’s visits. 
If this amount is given within twenty-four 
hours the possibility of producing toxic 
manifestations is greater because the amount 
estimated to be necessary may be more than 
is required. When the condition of the pa- 
tient is serious and the full effect is desired 
in hours rather than days, the intramuscular 
or intravenous method should be used. The 
most satisfactory method is to give one 
fourth of the total dose the first day and a 
similar amount the second day. One pill five 
times a day will accomplish this. On the 
third day the amount may need to be re- 
duced. If the heart rate has slowed (and it 
is better to count the beats at the apex with 
the stethoscope rather than at the wrist), 
one pill three times a day is usually suffici- 
ent. This may be reduced to one pill a day 
after two or three days. The maintenance 
dose—usually about 115 grains a day— 
should then be employed. The heart rate 
should be kept at about 70, if this can be 
done without producing ill-effects. If the 
patient is visited once a day the dosage can 
usually be well controlled. 

The patient should be carefully observed 
for evidence of digitalis intoxication, of 
which the most common symptoms are loss 
of appetite, nausea, vomiting and sometimes 
diarrhea and yellow vision. The heart rate 
may be fifty or below, and there are usually 
extrasystoles or heart block. At the appear- 
ance of any of these signs the drug is dis- 
continued. The nausea is of central origin 
and there is no treatment for it. Should 
nausea which is not due to intoxication be 
present, rectal administration of the drug 
is quite satisfactory. The dose of the tinc- 
ture which would be given orally should be 
used, diluted with a small amount of water. 
If it is given hypodermically about half the 
oral dose is sufficient. This method is more 
rapid but cannot be as well controlled. 

Quinidine is another drug which may be 
useful in these cases, though its use some- 
times is accompanied by such hazards as 
sudden death of undetermined origin and 
emboli. These hazards are greater when 
mitral stenosis, hypertension or myocardial 
disease is present. When digitalis does not 
slow the heart rate or cause a disappearance 
of arrhythmia, quinidine may prove bene- 
ficial. Whenever quinidine is given the pa- 
tient should be treated in a hospital, where 
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he can be seen frequently and where electro- 
cardiograms can be taken when needed so 
that changes in the mechanism of the beat 
may be more readily followed. 

If the edema does not disappear after a 
reasonable time under treatment the diuret- 
ics will be found useful. Of these the most 
important are the mercurial diuretics, which 
can be given intravenously or intramuscu- 
larly in the gluteal region. If they are given 
intravenously care should be taken to pre- 
vent any of the solution from leaking into 
the subcutaneous tissues; for it will cause 
considerable pain and possibly an ulcer. The 
usual dose is from 0.5 to 2 cc., and may be 
repeated every week or so as required. The 
diuretics are more effective when the kidney 
function is good, but may be employed when 
the edema persists even if there is moderate 
damage to the kidneys. When severe anemia 
is absent and the specific gravity of the 
urine is high, even when albumin and casts 
are present, the functional state of the kid- 
neys is probably satisfactory. However, 
more elaborate laboratory methods may be 
necessary in some cases to determine this 
definitely. 

The diuretic action of the mercurials will 
be considerably enhanced by the preliminary 
administration of ammonium salts, which 
may have some diuretic action themselves. 
They should be given in 15 to 30 grain doses 
four times a day for three or four days pre- 
ceding the injection of the mercury diuretic. 
They have a disagreeable taste and may pro- 
duce nausea, but this can usually be avoided 
by using the enteric coated pills. 

If edema persists in spite of all treatment 
examination of the blood serum for total 
protein content should be made, and if this 
is low a high protein diet or blood trans- 
fusion should be given. 

Mechanical means of removing large 
quantities of free fluid in the serous cavities 
may be necessary at times to expedite re- 
covery. 

When the liver is engorged or tender, the 
veins of the neck distended, and cyanosis 
and pulmonary edema present, with an ele- 
vated blood pressure, a phlebotomy rapidly 
done may bring about improvement in the 
patient’s condition. 

When the time comes for the patient to 
terminate his bed rest he should be allowed 
to sit in a chair twice a day for fifteen 
minutes, gradually increasing the time for 
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about one week before becoming completely 
ambulatory. He may be allowed to return 
to work for a half day in the beginning, but 
he must never be permitted to take up all 
his former duties. A routine must be planned 
which will keep him well within his cardiac 
reserve. The physician should insist upon a 
daily rest period in the early afternoon and 
should have the patient lead a life as free 
from emotional and physical strains as pos- 
sible. Much can be accomplished by another 
full and frank discussion with the patient of 
his condition and expectations. 





TRUE HYPERINSULINISM DUE TO 
DIFFUSE HYPERPLASIA OF 
ISLET TISSUE 


Report of a Case Cured by Subtotal 
Pancreatectomy 


ARTHUR DET. VALK, M. D., and 
ELBERT A. MACMILLAN, M. D. 


WINSTON-SALEM 


True hyperinsulinism has been defined" 
as “fa definite disease entity in which the 
pancreatic isles secrete excessive amounts of 
insulin resulting in abnormally low blood 
sugar values and leading to a syndrome 
characterized by hunger, weakness, tremor, 
sweating, mental lapses, and at times, un- 
consciousness.” Hyperinsulinism must be 
differentiated from hypoglycemia, which 
may be brought about by various other con- 
ditions. Wilder'?) emphasizes this difference 
with the statement that “episodes of hypo- 
glycemia do not of themselves establish 
proof of excessive insulin,” and he feels that 
the term “hyperinsulinism” should be re- 
stricted “to those cases in which operation 
on the pancreas can be expected to effect 
lasting relief.” 

It is the purpose of this paper to report 
a case which meets Wilder’s strict criteria 
and to discuss in some detail the conditions 
producing a reduction in the blood sugar 
level, with the subsequent physical, intel- 
lectual and emotional disturbances. The case 
we are reporting is one in which the symp- 
toms of a severe form of hyperinsulinism 
were completely relieved by subtotal pan- 
createctomy after a preliminary ligation of 

‘From the Bowman Gray School of Medicine of Wake Forest 


College. Submitted for publication ‘October 28, 1941. 


1. Conklin, Stanley D. and Mervine, Ned. D.: Hyperinsu- 

linism: A Review, Guthrie Clinic Bull, 6:205 (April) 1937. 

2. Wilder, Russell M.: Clinical Diabetes Mellitus and Hy- 

ee Philadelphia, W. B. Saunders Company, 
0, 























December, 1941 


the pancreatica-magna branch of the splenic 
artery had failed to produce improvement. 

Harnapp) lists the following causes of 
hypoglycemia: ‘1. Disturbances of intake: 
(a) hunger and (b) non-assimilation of 
glycogen. 2. Overproduction of insulin: (a) 
primary hyperfunction of the insular ap- 
paratus; (b) increased secretory stimula- 
tion; and (c) lack of inhibitory stimulation. 
3. Deficient formation of blood-sugar-in- 
creasing hormones: (a) suprarenals; (b) 
hypophysis, and (c) thyroid gland. 4. Ner- 
vous factors with an unknown effect, such 
as malformations, tumors or some other in- 
jury of the brain.” Primary hyperfunction 
of the insular apparatus may be brought 
about by two principal causes: (1) an ad- 
enoma or carcinoma of the functioning 
tissue (the islands of Langerhans) of the 
pancreas, and (2) hypertrophy and hyper- 
plasia of the islet tissue without definite 
tumor formation. Wilder'-) reports that in 
twelve years at the Mayo Clinic 24 patients 
with primary insular hyperfunction were 
operated upon. Of these cases, 12 were 
found to have either an adenoma or a ¢ar- 
cinoma of the pancreas, while an equal num- 
ber were found to have no tumor. He be- 
lieved that the latter group had primary 
hyperfunction of islet tissue. Microscopic 
proof of this condition is difficult, but in 
certain cases the over-abundance of islet 
tissue points rather definitely toward hyper- 
function. 

Phillips’ reports a case in which the pa- 
tient died in hypoglycemic coma. The autop- 
sy findings were negative except for the 
presence of abnormally large islands of 
Langerhans. Measurements of islands were 
328 by 242 microns as compared with nor- 
mal measurements of 157 by 146 microns. 

The clinical picture of true hyperinsulin- 
ism varies according to the degree of dvs- 
function. In general it may be said that the 
characteristics are weakness, hunger, trem- 
or, sweating, and in certain cases mental 
aberrations and convulsions, developing 
some time after the ingestion of food, and 
in many cases relieved completely by the 
ingestion of carbohydrate food. Mild de- 
grees of the condition are illustrated by the 
individual who becomes “‘nervous” and weak 
when hungry. In the more aggravated cases 
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the milder symptoms of shock are transitory 
and are followed in short order by more 
serious manifestations, such as mental cloud- 
ing, interruption of consciousness, and con- 
vulsions. The literature contains a number 
of cases in which the mental symptoms of 
this condition have been confused with those 
of various primary mental disturbances, and 
more than one patient with nocturnal con- 
vulsions due to hyperinsulinism has been 
treated for “epilepsy”. 

Because the symptoms of hyperinsulinism 
are in some respects similar to those of pep- 
tic ulcer, a mistaken diagnosis of ulcer is 
sometimes made in cases of hyperinsulinism. 
In both conditions there is epigastric dis- 
tress noticed some time after eating, and 
usually relieved by food. Hyperinsulinism 
is aggravated acutely by any condition, such 
as an attack of acute gastro-enteritis, which 
interferes with the intake and assimilation 
of food. Quite often, in fact, an acute gastro- 
intestinal upset is the factor which leads to 
the correct diagnosis of pancreatic hyper- 
function. 

It has been noted that patients who suffer 
from a mild form of the disease often fall 
into the use of soft drinks to give relief to 
their symptoms. These drinks act in two 
ways to give relief: (1) They supply readily 
available carbohydrate, and (2) some of 
them contain caffein which produces adrenal 
stimulation, and in turn an elevation of the 
blood sugar. It has been found that these 
substances, perhaps by frequent overstimu- 
lation of pancreatic function, aggravate, 
rather than relieve the symptoms of hyper- 
insulinism. Certain it is that a diet high in 
carbohydrates is not indicated in this condi- 
tion. While symptomatic improvement fol- 
lows the ingestion of carbohydrates there is 
a subsequent “kick-back”, which is harmful. 
A high fat diet is now regarded by some as 
most rational. The relatively slow metab- 
olism of fats has the effect of stabilizing the 
blood sugar and of avoiding excessive stimu- 
lation to pancreatic function. 

Conn and Newburgh” have pointed out 
that protein foods are of sound value in the 
dietary handling of these cases. Protein is 
converted in the amount of half of its weight 
into glucose, but the metabolism is slow and 
unattended by a rapid change in the blood 
sugar level. In general, it may be stated 
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that a diet low in carbohydrate and high in 
protein and comprising six daily meals is 
the most rational one. 

The diagnosis of true hyperinsulinism is 
made by a careful consideration of the his- 
tory and laboratory findings. If the disease 
is of any considerable duration the patient 
is likely to be overweight, as a result of at- 
tempting to satisfy his insatiable hunger. 
Corff'® states that the diagnoses usually 
made first in hyperinsulinism are epilepsy, 
hysteria and insanity. He points out further 
that if the patient is first seen in coma the 
most common diagnoses are alcoholism, 
brain tumor and diabetic coma. Careful con- 
sideration of the history, together with 
laboratory and physical examinations, 
should make the diagnosis clear. 

The laboratory aids to the diagnosis of 
this condition are practically indispensable. 
A blood sugar determination made at the 
time of a hypoglycemic crisis will reveal a 
level of 60 mg. per 100 cc. of blood or less. 
Wilder”) feels that the glucose tolerance test 
is of little value in the diagnosis of hyper- 
insulinism. He calls attention to the wide 
variation in the normal response to the in- 
gestion of a large amount of dextrose. The 
so-called ‘‘fast test’ is described as the most 
useful test. This test is based on the fact 
that regular eating habits are essential to 
keep a patient with true hyperinsulinism 
free from symptoms. A fast of six hours is 
usually sufficient to produce symptoms of 
hypoglycemia in a patient suffering from 
true pancreatic overfunction. Greenlee et 
al’? state that two tests have been useful in 
establishing the diagnosis in a case of hyper- 
insulinism due to an adenoma of the pancre- 
as. These are (1) the insulin tolerance test, 
and (2) the response to adrenalin. In the 
insulin test the patient is given five units of 
insulin after a twelve hour fast. If there is 
an adenoma of the islets there is no tendency 
for the blood sugar to reach normal after 
two hours. If the administration of adren- 
alin does not produce a rise in the blood 
sugar it would point to a diminution of the 
glycogen reserve as a cause for the hypo- 
glycemia. 

In general, it may be said that surgical 
measures in the treatment of this condition 
must be considered when the case is so 
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severe as to be irresponsive to dietary regu- 
lation and when extra-pancreatic causes for 
the condition can be ruled out. 

Psychiatric manifestations of this condi- 
tion are interesting and significant. Am- 
nesia, often of a retrograde type, is fre- 
quently associated with the attack. Occasion- 
al disturbances of psychomotor activity have 
been noted, and many patients taken to the 
emergency wards of psychopathic hospitals 
because of manic behavior have been found 
to be suffering from hyperinsulinism. Other 
psychiatric disturbances have been noted. 
In cases of so called “nervousness” associ- 
ated with hunger, this condition should al- 
ways be suspected. 


Report of Case 


M. B., a 21 year old white female, was 
seen first in June, 1937, after she had had a 
generalized convulsion in the office of a phy- 
sician who was examining her for entry into 
the Nurses Training School of the North 
Carolina Baptist Hospital. She was ex- 
amined by one of us at this time, but no 
definite diagnosis of her condition was made. 
In view of the fact that she did not have an 
epileptic history and that this attack was 
the first she had suffered, it was recom- 
mended that she be admitted as a probation- 
ary student. In October, 1937, she entered 
the Baptist Hospital as a pupil nurse. In 
December, 1937, she was admitted to the 
hospital as a patient, complaining of nausea 
and vomiting of twenty-four hours’ dura- 
tion. During this time she had been unable 
to retain anything by mouth. She had a 
generalized convulsion shortly after admis- 
sion. She was given intravenous glucose 
solution and improved rapidly. A glucose 
tolerance test was performed a few days 
later, after she had recovered from the 
gastro-intestinal disturbance. The fasting 
blood sugar was 65 mg. per 100 cc. Fifty 
grams of glucose was given intravenously. 
After one half hour the sugar was 88 mg. 
per 100 cc., after one hour 74, after two 
hours 60, and after three hours 58. A diag- 
nosis of hyperinsulinism was made and the 
patient was advised to take a high fat, low 
carbohydrate diet, and to eat small meals 
at frequent intervals. 

From this time, December, 1937, until 
April, 1939, the patient remained in good 
health and was free of convulsive seizures. 
On April 4, 1939, she was again admitted 
to the hospital complaining of nausea and 
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vomiting. A general physical examination 
was essentially negative. The blood picture 
was about the same as it had been before. 
The urine showed acetone and diacetie acid 
on April 7. The blood sugar was 38 mg. 
per 100 cc. on April 7, and on April 11 was 
65 mg. per 100 ce. During her stay in the 
hospital she was given 500 cc. of 10 per cent 
glucose solution intravenously on several oc- 
casions, and sodium bromide in large doses. 
The patient improved to the extent that she 
was discharged on April 11. She was put 
on a high fat diet, and got along fairly well 
until May 31, 1939, when she was admitted 
to the Baptist Hospital complaining of 
nervousness, irritability, and epigastric pain. 
She was quite restless and unable to take 
anything by mouth on account of extreme 
nausea. This condition had existed for about 
six or eight hours before admission and had 
gradually become worse. 

A general physical examination was es- 
sentially negative. The temperature was 
99 F.; pulse 84; blood pressure 115 systolic, 
75 diastolic. 

On June 6, a stereo-lateral x-ray of the 
skull gave the following findings: “The sella 
is normal in outline. The clinoid process is 
apparently normal. The dorsal sella is slight- 
ly thickened and the pituitary fossa shows 
no erosion.” Between May 31 and June 6 
the patient was given intravenous glucose 
(10 per cent) repeatedly, and glucose solu- 
tion by rectum. However, she showed no im- 
provement, but continued to be very nervous 
and irritable with frequent muscle spasm of 
the extremities. Weakness was extreme, and 
on several occasions she lapsed into coma. 
Epigastric pain was intense at times. 

Between May 31 and June 8 the blood 
sugar level ranged between 36 mg. and 58 
mg. per 100 ce. 

Operation was advised, as it was believed 
that an adenoma of the pancreas might be 
present. On June 9, 1939. under cyclopro- 
pane-ether anesthesia, a left paracostal in- 
cision was made and the lesser peritoneal 
cavity was opened through a gastrocolic ap- 
proach. The peritoneum over the pancreas 
was incised and the pancreas was exposed 
and explored. The gland was normal in 
appearance and no adenoma could be pal- 
pated, the exploration being carried well up 
toward the head of the gland. An attempt 
was made to cut off some of the blood supply 
to the tail of the pancreas in order to see 
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what effect this might have on subsequent 
secretion of insulin. A fine chromic suture 
was placed around the pancreatica-magna 
branch of the splenic artery and the accom- 
panying vein, along with a small portion of 
pancreatic tissue, and these vessels were 
ligated. 

The patient had a rather stormy post- 
operative course. Intravenous glucose was 
given until she was able to take fluid freely 
by mouth, and she was subsequently put on 
a high fat diet. On June 21 the blood sugar 
was 88 mg. per 100 ec. and the patient 
seemed greatly improved. Eight days later, 
however, the blood sugar dropped to 41 mg. 

The patient was discharged on June 29, 
1939, but returned three weeks later (July 
20). 

It was quite evident that partial ligation 
of the blood supply to the tail of the pancre- 
as was of little benefit; for all symptoms 
were greatly intensified at this time. The 
blood sugar was 60 mg. per 100 ce. Again 
glucose was given intravenously and a re- 
section was considered. On July 24, 1939, 
under spinal anesthesia (novocaine, 120 
mg.) supplemented by ether, the gastro-colic 
omentum was opened through a left para- 
costal incision and the lesser peritoneal 
cavity exposed. Many dense adhesions were 
encountered. The pancreas was exposed, and, 
beginning at the tail, was mobilized by ligat- 
ing with silk the numerous vessels from the 
splenic artery. Exploration well up toward 
the head of the gland revealed no adenoma. 
About three fifths of the gland was resected 
with a “V”’ shaped incision, which was closed 
with fine chromic sutures. A rubber tissue 
drain was placed in the lesser peritoneal 
cavity, and the wound was closed. 

The pathological report was as follows: 

Gross Examination: The specimen in for. 
malin consists of a portion of pancreas which 
measures 41%x2x2 cm. Externally and on 
section it shows the normal appearance of a 
pancreas. At one end there are several small 
lobules surrounded by fat, one of which 
shows a slight amount of hemorrhage. 

Microscopic Examination: The pancreas 
shows a definite increase in number of the 
islands of Langerhans. Most of these islands 
are of normal size, but occasionally islands 
are found which are two to two and a half 
times the normal size. The islands and the 
surrounding pancreatic tissue appear nor- 
mal, 
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Again the patient’s postoperative course 
was stormy, though on the fifth day she was 
able to take liquid nourishment freely. The 
temperature at that time was 99.4 F. and 
the pulse 96. However, there was subse- 
quently a gradual rise of temperature with 
very profuse drainage of pancreatic secre- 
tion. This continued over a period of some 
days but gradually subsided. There was no 
wound infection. A small sinus persisted for 
several months. 

The patient developed a persistent pyelitis 
following this operation with an irregular 
temperature. This slowly cleared up under 
sulfanilamide. The blood sugar gradually 
rose from 64 mg. on July 26, 1939, to 87 mg. 
on September 22, 1939, at which time the 
patient was discharged. 

A glucose tolerance test made on Septem- 
ber 16, 1939, showed the following blood 
sugar levels: 

First fasting—93 mg. per 100 ce. 

Second fasting—200 mg. per 100 cc. 

Third fasting—181 mg. per 100 cc. 

Fourth fasting—166.6 mg. per 100 cc. 

Fifth fasting—59 mg. per 100 cc. 

Subsequent blood sugar determinations 
have been within normal limits and the pa- 
tient has now returned to her work as a 
pupil nurse in the North Carolina Baptist 
Hospital. 


Discussion 


This patient was suffering from an ex- 
treme degree of hyperinsulinism associated 
with diffuse hyperplasia of pancreatic tissue. 
As is noted in the report of the pathologist, 
there was an increase in the number and in 
the size of the islands of Langerhans. There 
was no tumor of the gland, the pathological 
physiology of the condition being analagous 
to thyrotoxicosis due to diffuse hyperplasia 
of the functioning tissue of the thyroid 
gland. We consider this report of particular 
interest in view of the negative result of the 
first operative procedure—namely, ligation 
of the pancreatica-magna branch of the 
splenic artery. So far as we can learn, this 
procedure has not been carried out by any 
previous operator and its failure to exert 
any appreciable effect on the clinical state 
of the patient would seem to argue against 
its use in the future. 

The eventual result has been most gratify- 
ing in this case. The patient was extremely 
ill for several weeks, however, and it must 
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be stressed that subtotal pancreatectomy is 
a formidable surgical procedure, and not to 
be advised or attempted without carefully 
weighing all factors. In the milder degrees 
of pancreatic hyperfunction dietary regula- 
tion, control of exercise, and care that meals 
are not delayed or missed will often suffice 
to control the condition. 





CHEMOTHERAPY IN OBSTETRICS 
AND GYNECOLOGY 


C. N. BuRTON, M. D. 
ASHEVILLE 


In order to include so vast a subject in 
one paper certain topics must be omitted or 
the subject as a whole will be neglected. For 
this reason I have chosen only those prob- 
lems which most frequently confront the ob- 
stetrician and gynecologist and in which 
chemotherapy is specifically indicated. 

The introduction of the sulfonamides has 
brought about great advances in chemo- 
therapy in all branches of medicine, and 
especially in the treatment of infectious dis- 
eases seen in obstetrics and gynecology"). In 
spite of the enormous amount of literature 
available on the use and abuse of these com- 
pounds, this subject is the most important 
part of this paper. 

In reviewing the literature we find that 
most authors recommend that patients re- 
ceiving a sulfonamide drug be hospitalized, 
in order that toxic symptoms may be de- 
tected early and the proper concentration of 
the drug may be maintained. Hospitaliza- 
tion, of course, is the ideal, but when we are 
dealing with patients who cannot afford hos- 
pitalization and are practicing where hos- 
pital facilities are not available, there are 
few of us who do not treat ambulatory pa- 
tients with these drugs, and we will con- 
tinue to do so, especially since the less toxic 
sulfathiazole has become available. Although 
I am not advocating that these patients 
should be ambulatory, I would like to point 
out a few of the dangers which may be ob- 
served clinically in those cases where hos- 
pitalization either is refused or is impossible. 
Drs. Long, Haviland, et al) of Johns Hop- 
kins have given a very comprehensive paper 
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on the clinical findings in cases where toxic 
symptoms develop. We must bear in mind 
that these drugs carry potentialities of caus- 
ing serious toxic conditions, and in rare 
cases have led to death. Generally speaking, 
then, it would seem unwise to use these 
drugs as indiscriminately as some practi- 
tioners are prone to use them. It is usually 
not necessary to discontinue therapy when 
mild toxic symptoms such as malaise, head- 
ache, dizziness, nausea, and mental depres- 
sion are encountered; however, hematuria, 
anuria, drug rash, jaundice, or a rapid drop 
in the leukocyte count or hemoglobin usually 
demands the prompt cessation of the drug. 

We should use all available laboratory 
means at our disposal; however, if the pa- 
tient is clinically observed with care, all toxic 
conditions except leukopenia can be detected. 
An inquiry should be made for a history of 
previous toxic reactions from these drugs. 
Headaches, malaise, and other mild symp- 
toms may be forerunners of more serious 
reactions. The sclera should be observed for 
jaundice, the mucous membranes and _ nail 
beds for pallor, and the skin for rashes; a 
close check on the temperature in relation 
to chills should be kept, and the output and 
odor of urine should be recorded. 

The most important indications for use of 
these drugs are postpartum and postabortal 
infections. These patients should certainly 
be hospitalized. Cultures should be made 
under sterile precautions, from the vagina, 
from the throat, and from the blood. Sulfa- 
thiazole probably is the drug of choice ex- 
cept in infections with beta hemolytic strep- 
tococci or Welch’s bacillus, where sulfanila- 
mide usually gives much better results. The 
dosage must be adequate. With sulfanilamide 
I give 80 grains daily for three days, drop- 
ping to 60 grains daily for three days, and 
continuing 40 grains as long as necessary up 
to two weeks. For sulfathiazole the dosage 
is 4 Gm. daily for three days, 2.5 Gm. daily 
for four days to two weeks. Blood concen- 
trations of the drug should be estimated 
when it is possible. A concentration be- 
tween 8 and 10 mg. for sulfanilamide and 
4 to 6 mg. for sulfathiazole is desirable. Too 
frequently the drug is discontinued as soon 
as the symptoms and the temperature have 
subsided. In many of these cases there will 
be a subsequent rise in temperature and a 
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recurrence of symptoms, which probably 
could have been prevented had the drug 
been used a few days longer. In very few 
cases do I consider sulfapyridine superior to 
sulfathiazole, except in some cases compli- 
cated by pneumonia. 

Infections in the genital tract with the 
gonococcus do not present as serious a prob- 
lem as they did a few years ago, if treat- 
ment is started early and adequately. Sul- 
fanilamide and its related compounds have 
certainly found their place in the treatment 
of gonorrhea. The acute stages of the dis- 
ease respond much more readily in the fe- 
male than do the chronic. All cases should 
be properly diagnosed by smears, or, better, 
by cultures. The dosage mentioned previ- 
ously is usually adequate. Sulfathiazole has 
rapidly replaced sulfanilamide in the treat- 
ment of gonorrhea, chiefly because it is less 
toxic’. I believe that it also gives a better 
response. In our venereal clinic in Asheville 
patients placed on this dosage of the drug 
remain ambulatory, most of them continuing 
their usual work and returning at weekly 
intervals for check-ups. I do not consider 
this a safe or an ideal way to treat these 
cases, but it is the only means of reaching 
this group of individuals who are infected, 
and it is most surprising to see the lack of 
serious complications. All are warned of 
toxic symptoms which may occur, and are 
instructed to stop therapy when they appear. 
In the past three months an average of 40 
such patients have been seen each week. 
Only one patient of this group has had to 
discontinue medication, and that was _ be- 
cause of nausea. In this case the dosage was 
cut down to 2 Gm. daily of sulfathiazole. 
She tolerated this and was subsequently 
cured. With the sulfonamide drugs we can 
cure gonorrhea in a larger percentage of 
cases. However, some physicians depend too 
much on chemotherapy and neglect other 
treatment because the acute symptoms have 
subsided. 

There are undoubtedly many other uses 
for sulfanilamide and its associated com- 
pounds, but this paper will not permit time 
for their discussion. In milder infections 
some physicians are obtaining splendid re- 
sults from small doses of the drugs, especi- 
ally sulfathiazole. Many urinary infections 
38. Mahoney, J. F. et al.: Sulfathiazole Therapy of Gono- 
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will respond well to as small a dose as 1.5 
Gm. of sulfathiazole daily. Other associated 
compounds are in an experimental stage, but 
I cannot report on them as I have not used 
them clinically. 

Lounsbury” has presented a_ splendid 
study of the action of ergonovine in the 
form of ergotrate (Lilly) on the postpartum 
uterus. For years the use of ergot has been 
primarily to control bleeding and to give 
tone to the uterine musculature. The prophy- 
lactic use of ergonovine in postpartum or 
postabortal patients is most gratifying in 
the reduction of morbidity. Involution takes 
place more rapidly and completely where 
small daily doses of the drug are given. 
Lounsbury suggests ergotrate, grains 1/320, 
three times a day for at least three days. If 
the fundus of the uterus subsequently be- 
comes boggy with the development of a san- 
guineous lochia, the drug should be readmin- 
istered. The use of ergonovine where foul 
lochia is present will give most gratifying 
results. In these cases I use ergotrate, 
grains 1/160, every four hours for six 
doses, giving a rest period of approximately 
twenty-four hours and repeating if neces- 
sary. Many of the morbid conditions will 
respond to this simple treatment alone; how- 
ever, other supportive treatment such as 
elevating the head of the bed and forcing 
fluids should be given. In severe infections 
of the uterus ergonovine likewise plays an 
important part in expelling the contents of 
the uterus while treatment with sulfanila- 
mide or sulfathiazole is being administered. 
In these cases I recommend the larger doses 
of the drug. It is true that occasionally 
after-pains are exaggerated by the use of 
ergonovine; however, the results more than 
justify the patient’s discomfort. 

I wish now to digress and discuss a con- 
dition which constantly confronts the gyne- 
cologist and the obstetrician. Volumes have 
been written on the treatment of leukorrhea, 
but I wish to stress again the importance of 
making a diagnosis of the actual cause be- 
fore instigating treatment. Many of these 
cases are seen in the postpartum period as 
the result of lacerations of the cervix, which 
subsequently developed erosions with a mixed 
infection. Most of these cases respond simply 
to cauterization or coagulation, but many 
persist with an irritating discharge and the 
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usual discomfort. Microscopic examinations 
of the vaginal secretion should be done in 
all these cases to determine the type of in- 
fection. 

Too often the patient has been treated for 
trichomoniasis without a microscopic exam- 
ination, and has not responded to treatment. 
Many of these casees are mycotic infections, 
and a Gram stain of a vaginal smear will 
show the fungi with budding. Often this in- 
fection can be found in the prenatal patient 
with an irritating discharge. Trichomonas 
are easily detected if they are examined im- 
mediately in a saline suspension. The activi- 
ty decreases rapidly but may be restored by 
warming the slide. No case should be treated 
for trichomoniasis unless the parasite has 
been definitely observed. As to the treat- 
ment of these two infestations, the fungi in- 
fection usually will respond to the use of 
gentian violet. The vagina should be care- 
fully cleansed with tincture of green soap 
and dried. A 2 per cent aqueous solution of 
gentian violet is then applied to the entire 
vagina, cervix, vulva, and perineum. The 
gentian violet should dry thoroughly before 
the patient is allowed off the table. An al- 
coholic solution of gentian violet gives much 
better results, but is very uncomfortable to 
the patient, and its use should be limited to 
those with the least irritation. 

The treatment of trichomoniasis has been 
widely discussed and I shall not enter into 
all of the various methods. Karnaky) has 
given a splendid analysis of the treatment 
of a large number of these infections, and 
he concluded that the primary object is to 
maintain a highly acid reaction of the vagin- 
al secretion. Much work has also been done 
with the use of arsenicals and I believe both 
methods of treatment have their virtues. In 
my own practice I have seen a large number 
of trichomonas infections which have re- 
sponded well to a combination of these two 
principles. The patient is given vinegar 
douches and some arsenical, either as a 
powder or as a suppository. I have had much 
better results with these than with forms 
of picric acid. My best results have been 
with Carbarsone (Lilly) given as vaginal 
suppositories daily and capsules of the same 
drug given orally (grains, 34.) twice daily. 
Ten days’ treatment is given, and if the 
parasite still persists the course of therapy 
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is repeated. Any erosions of the cervix are 
cauterized at the beginning of treatment. 
Frequently the parasite is found in the urine, 
and if it is still present following this treat- 
ment, an instillation into the bladder after 
catheterization of 0.6 Gm. neoarsphenamine 
dissolved in one ounce of water will usually 
give excellent results. 


Conclusion 


I wish to reemphasize the importance of 
close observation where chemotherapeutic 
agents are used. Indiscriminate use of these 
drugs is not only dangerous but unwise. I 
have tried to point out those clinical symp- 
toms which are danger signals and which 
when properly observed and interpreted can 
help to avoid the untoward effects of chemo- 


therapy. 
Abstract of Discussion 


Dr. Frank Sharpe (Greensboro): I graduated 
twenty years ago and started attending these sec- 
tion meetings. I would have been astounded if 
anyone had read a paper which offered any hope 
for streptococcus blood stream infection and gono- 
coccus such as was presented here today. Chemo- 
therapy has certainly given medicine a new stimu- 
lus. I am interested to see what will happen to 
the Negro race in North and South Carolina. My 
feeling is that gonococcus has kept the Negro race 
from predominating. Negro girls have salpingitis 
early and become sterile, and therefore the Negro 
population has been kept down. 

It is an astounding fact that in 1939 180 tons of 
the sulfonamides were sold in the United States. 
I think we can go too far in its use, but I don’t 
think you can say too much about it. 





Insomnia — For the relief of insomnia, various 
measures have been advocated. A long walk is bene- 
ficial to some individuals; a warm tub bath relieves 
many. Some beverage, such as warm milk, fol- 
lowing a warm bath, helps. These measures are 
usually insufficient and the patient frequently needs 
the assistance of some chemical sedative. There 
are certain physicians who condemn the use of seda- 
tives for depressed patients. The opposition is based 
upon the fact that it is “artificial sleep”, that the 
sedative habit may be formed, and that some pa- 
tients are left drugged and drowsy the next day. 
There is some truth to these protests against seda- 
tives, but, by and large, their advantages far out- 
weigh the disadvantages. The distress of a long 
night of vigilance with fear and worry, pacing and 
panting, is far more harmful to the nervous system 
than the use of properly selected sedatives. Further- 
more, most depressed patients who recover discon- 
tinue sedatives voluntarily. It is rare for the use 
of such medication to become habit forming. The 
choice of a sedative will depend upon the individual 
and it is a common experience that the medication 
may have to be changed from time to time in order 
to get the best possible effect—Joseph L. Fetter- 
man: The Nature and Modern Treatment of De- 
pressions, Ohio State M. J, 37:859 (September) 1941. 
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ASPIRATION OF LIPIODOL INJECTED 
FOR THE DIAGNOSIS AND LOCALI- 
ZATION OF RUPTURED INTER- 
VERTEBRAL DISCS 


BARNES WOODHALL, M. D. 
DURHAM 


Since the introduction of lipiodol by 
Sicard™ in 1921, the procedure of myelogra- 
phy by means of this contrast medium has 
been widely used in the diagnosis of spinal 
cord neoplasms. The presentation of the 
clinical syndrome of the ruptured interver- 
tebral disc by Mixter®), in 1934, has greatly 
extended the use of this contrast medium in 
the lumbar subarachnoid space. In our ex- 
perience with ruptured intervertebral disc, 


lipiodol has demonstrated a net positive and 
negative error in localization of approxi- 
mately 10 per cent. 

In addition to lipiodol, the use of air or 
oxygen and thorium dioxide has been sug: 
gested, and clinically accepted, for the diag- 
nosis and localization of disc lesions situated 
in the low lumbar region. Of the three con- 
trast media under consideration, air injec- 
tion shows a diagnostic error of fully 50 per 
cent. For this reason, and because of the 
attendant discomfort to the patient, the use 
of air as a contrast medium has been 
abandoned after due trial in the Duke Hos- 
pital. Thorium dioxide myelography pre- 
sents a very graphic picture of the spinal 
subarachnoid space®’. Its harmless nature 
and clinical value have been fully demon- 
strated. Removal of the injected material 
entails, however, forced spinal drainage. It 
has not been used in this hospital. 

Although careful neurologic examination 
of the patient with a suspected rupture of 
the intervertebral disc will allow exact diag- 
nosis and localization of the lesion in a con- 
siderable percentage of cases, yet visual 
demonstration is demanded in the majority 
of instances. The clinical problem of low 
back pain and sciatica is often a very diffi- 


From the Neurosurgical Division of the Department of 
Surgery, Duke Hospital, Durham. Submitted for publication 
July 29, 1941. 

1. Sicard, J. A., and Forestier, J.: Methode radiographique 


d'exploration de la cavite epidurale par le lipiodol, Rev. 

Neurol. 28:1264, 1921. 

Mixter, W. J., and Barr, J. S.: Rupture of the Inter- 

vertebral Disc with Involvement of the Spinal Canal, New 

England J. Med. 211:210 (August 2) 1984. 

8. Nichols, B. H., and Nosik, W. A.: Myelography with the 
Use of Thorium Dioxide Solution (Thorotrast) as a Con- 

trast Medium_ Radiology 35:459 (October) 1940, 


ts 








656 





Fig. 1 


cult one to solve. This is illustrated by the 
statistics of the Industrial Commission of 
North Carolina, which show that 2,514 “‘back 
sprains” were reported to the Commission 
during the past year”. 

Although the necessity of lipiodol ex- 
amination is apparent, it is not an unusual 
experience to hear bitter condemnation of 
the use of lipiodol as a contrast medium, 
both by physicians and by members of the 
legal profession practicing in our courts of 
industrial compensation. Actual evidence of 
a deleterious effect from the use of lipiodol 
in the subarachnoid space is meager). Acute 
reactions characterized by a pleocytosis and 
coccygeal pain of short duration are not un- 
common. We have not seen late sequelae 
which could be attributed to the use of 
lipiodol. 

It is the purpose of this brief report to 
confirm the observations made by Kubik and 
Hampton that lipiodol injected in the lum- 
bar subarachnoid space may be readily re- 
moved by aspiration at the conclusion of the 
required roentgenological study. The appli- 
eation of this technique should obviate any 
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Fig. 2 


valid criticism of lipiodol injections, and 
allow the physician unhampered use of this 
valuable contrast medium. In the period be- 
tween May 28, 1941, and June 26, 1941, 
lipiodol was injected into the lumbar sub- 
arachnoid space, and subsequently aspirated, 
in ten of twelve patients with the clinical 
diagnosis of a ruptured disc. The two re- 
maining patients were operated upon and 
discs were resected on the basis of neurol- 
ogic changes alone, without prior visualiza- 
tion of the ruptured disc. The technique used 
is relatively simple. 

The patient is placed on the tilting fluoro- 
scopic table in the lateral position, and lum- 
bar puncture is done in the third lumbar in- 
terspace under loca] anesthesia, or under 
pentothal sodium anesthesia in cases with 
severe lumbar pain and rigidity. It is es- 
sential to introduce the needle in the midline 
with its point approximating the anterior 
margin of the dural envelope. The initial 
subarachnoid pressure, and the pressures re- 
sulting from compression and release of the 
jugular veins are measured, and 5 to 10 ce. 
of fluid are removed for cytologic, serologic 
and chemical studies. Three cubic centi- 
meters of lipiodo] are injected, and, with 
the needle in situ, the patient is placed in the 
ventral prone position and fluoroscopy of the 
contrast medium is performed. Anterior- 
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posterior and oblique roentgenograms are 
taken and immediately developed. When the 
diagnosis of a disc lesion is established or 
denied, the lipiodol, under fluoroscopic 
vision, is centered over the third interspace, 
in which the lumbar puncture has been per- 
formed, necessarily the most dependent part 
of the lumbar subarachnoid space in this 
position. Slow, continuous aspiration with a 
20 ce. syringe attached directly to the lumbar 
puncture needle, with turning of the needle 
if momentary block of flow is encountered, 
results in the removal of the lipiodol mass. 
Unnecessary manipulation of the spinal fluid- 
lipiodol mass is contraindicated. If the lip- 
iodol mass should break up, separate glob- 
ules under fluoroscopic control may be cen- 
tered at the appropriate area for aspiration. 
Twenty to thirty cubic centimeters of spinal 
fluid may be aspirated during this pro- 
cedure. 

In three patients, complete aspiration of 
the lipiodol was attained under roentgeno- 
graphic control, as attested by figure 1. In 
four, only a minute globule of lipiodol re- 
mained visible in the post-aspiration roent- 
genograms (fig. 2). In one case, 0.5 ce. of 
lipiodol remained trapped behind the ob- 
struction of a protruding disc. In one pa- 
tient, only half of the injection mass could 
be aspirated because of the lateral position 
of the needle point. Re-introduction of the 
needle appears indicated under such circum- 
stances. In the last case, the initial suba- 
rachnoid pressure was 20 mm. of water at 
the time of the lipiodol injection, following 
two lumbar punctures on the previous two 
days. Fluoroscopic study of the injection 
mass showed a fiattened out, collapsed dural 
envelope in which the ‘lipiodol moved but 
sluggishly. In this instance, only half of the 
lipiodol could be aspirated. 


Conclusions 


Lipiodol is a valuable adjunct to the diag- 
nosis and localization of disc lesions in pa- 
tients with complaints of low back pain and 
sciatica. Its clinical use has been restricted 
because of the fear of harmful sequelae. As. 
piration of the contrast medium may be 
readily accomplished by the procedure de- 
scribed in this paper. 
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IS DIVERTICULITIS OF THE COLON A 
SURGICAL DISEASE? 


WALTER R. JOHNSON, M.D., F.A.C.P. 


ASHEVILLE 


Unfortunately for the patient, diverticu- 
litis is sometimes treated as a surgical con- 
dition when it is wholly a medical disease. 
The condition becomes surgical only when 
it is complicated by complete obstruction, 
perforation or abscess. Since these compli- 
cations are not exceedingly common and 
often occur late in the course of improperly 
treated simple acute diverticulitis, it is of 
the utmost importance that the true medical 
nature of the condition be understood. 

It is axiomatic that you cannot have 
diverticulitis without a pre-existing divertic- 
ulum. A diverticulum, as you all know, is 
simply an out-pouching of the lumen of the 
gut through a defect in the muscular layer 
of the bowel. Thus, a majority of colonic 
diverticulae have but two layers in their 
walls, the mucosal and the peritoneal. Mus- 
cular tissue is wholly absent. Diverticulae 
occur at any point on the circumference of 
the bowel, but they are most frequently 
found on the mesenteric border. They occur 
at any level of the bowel, but the vast ma- 
jority are localized to the descending colon 
and sigmoid. The mechanism of their forma- 
tion need not concern us. Suffice it to say 
that they begin to make their appearance 
during the fourth decade of life and that 
they are more common in obese and con- 
stipated people. They vary greatly in size, 
being as small as a pea or as large as a 
plum. They vary in number from one to 
several hundred. They produce few, if any, 
symptoms and should be looked upon only 
as interesting anatomic anomalies unless 
they become the seat of an inflammatory 
process. Since diverticulae are most com- 
monly found in the sigmoid and descending 
colon, it is obvious that diverticulitis should 
be more frequent in these segments of the 
bowel than in any other. Experience has 
shown that this is so and that diverticulitis 
occurring elsewhere than in the left lower 
abdomen is distinctly a rarity. 

The symptoms of diverticulitis vary with 
the extent and degree of inflammation. 
There may be little more than tenderness 
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and slight cramping pain in the left lower 
abdomen, or there may be severe pain, 
marked tenderness, rigidity and tumefaction 
together with obstipation, fever, leukocyto- 
sis, nausea and vomiting. It is wise, when 
one is confronted with such symptoms in a 
person of middle age, to keep the possibility 
of diverticulitis in mind, because operation 
can usually be avoided if energetic medical 
treatment is instituted immediately. On the 
other hand conditions such as volvulus, ap- 
pendicitis, infected malignancy or ovarian 
eyst with twisted pedicle may give almost 
identical symptoms, and differential diag- 
nosis may be exceedingly difficult. 

Since a diverticulum is similar, in many 
respects, to a vermiform appendix, it would 
seem that acute diverticulitis should be as 
much a surgical condition as is acute ap- 
pendicitis. This, however, is not so, for 
several reasons. The most important is the 
fact that acute diverticulitis will usually sub- 
side promptly and completely if adequate 
medical treatment is given. Diverticulitis 
does not commonly give rise to generalized 
peritonitis; hence conservative treatment is 
less hazardous than in acute appendicitis. 
A third reason for conservative treatment 
of diverticulitis is the fact that this condi- 
tion does not lend itself to the simple surgic- 
al procedure of clamping, resection and in- 
version of the stump which is so satisfactory 
in dealing with appendicitis. The bowel] wall 
adjacent to an infected diverticulum is usual- 
ly inflamed, edematous and friable. Stitches 
often fail to hold in such tissue, and if they 
give way, peritonitis, local abscess or fecal 
fistula is almost sure to supervene. Since 
these complications are as serious as any 
which may result from medical treatment, it 
is clear that in a majority of instances there 
is little to be gained by surgical treatment 
of acute diverticulitis. If diverticulitis is 
discovered during an operation for suspected 
appendicitis, there is strong temptation for 
the surgeon to try to “do something.” He 
is naturally reluctant to close the abdomen 
without having attempted to remove the 
source of symptoms. But this is one of the 
situations in surgery where “to do some- 
thing’ is to court disaster. Most surgeons 


of wide experience state that if they unex- 
pectedly encounter acute diverticulitis dur- 
ing an exploratory operation, they close the 
abdomen immediately, eitker with or with- 
out drainage. They strongly advise against 
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manipulation of the mass and state that at- 
tempts to resect it are extremely unwise. 

Before considering the treatment of di- 
verticulitis in detail, let us return for a 
moment to the subject of diverticulosis. Just 
what should you tell a patient whose x-ray 
examination shows “negative colon except 
for presence of multiple diverticulae”? You 
know that the diverticulae do not explain 
his symptoms. Why not disregard the report 
and tell him his colon is negative? After 
all, only about one out of six persons with 
diverticulae is destined to have diverticulitis. 
This would seem to be a Satisfying ratio of 
safety, and yet the complications of divertic- 
ulitis are so serious that not even this small 
risk should be taken. I believe most patients 
should be informed of the presence of di- 
verticulae unless there is real danger of es- 
tablishing a “diverticulitis phobia”, in which 
case some responsible relative may be taken 
into confidence. They should be told that 
diverticulae are harmless and without symp- 
toms unless they become infected, and that 
infection can be avoided if normal bowel 
habits are established and gross roughage is 
eliminated from the diet. If, in spite of these 
precautions, abdominal pain and tenderness 
develop, the patient should remember, es- 
pecially if he is away from home, to tell his 
doctor that he has diverticulae in the colon. 
This one reminder may save him from an 
unnecessary and possibly dangerous explora- 
tory operation. 

When inflammation of a diverticulum oc- 
curs, what are the usual symptoms and find- 
ings, and what are the approved therapeutic 
measures? Let us consider first the problem 
presented by simple, uncomplicated, acute 
diverticulitis. Usually the patient gives a 
history of increasing constipation for a few 
days, together with more or less pain or 
tenderness in the left lower abdomen. The 
pain and tenderness may occur in the mid- 
line or even in the right lower quadrant if 
a portion of the sigmoid is located on that 
side. Obviously, appendicitis may be sus- 
pected in such a case, but in the vast ma- 
jority of instances the left lower quadrant 
location of distress aids in localizing the 
lesion to the sigmoid. There may be neither 
leukocytosis nor fever. A palpable mass is 
uncommon also, since the symptoms are due 
mainly to slight inflammation of the divertic- 
ulum plus local spasm of the involved seg- 
ment. In this type of case a careful barium 
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enema study usually makes the diagnosis. 
A relatively long, spastic, tender segment of 
sigmoid is seen under the fluoroscope. The 
mucosa is intact, but because of spasm of 
the circular fibers it may give a double saw- 
tooth appearance to the involved segment. 
The finding of diverticulae in the adjacent 
bowel completes the picture of simple di- 
verticulitis with enterospasm. Treatment of 
this type of diverticulitis should always be 
conservative. The patient should be put to 
bed with continuous hot stupes to the lower 
abdomen. The diet should be liquid and non- 
residue in type. Cautiously administered hot 
saline rectal irrigations reduce spasm, in- 
flammation and tenderness to a marked de- 
gree. Sedatives and antispasmodics may be 
used if needed. Such treatment is almost 
invariably followed by rapid subsidence of 
symptoms within a very few days, but treat- 
ment should be continued for several weeks 
if possible to give the inflamed bowel a 
chance to heal completely. I feel that such 
a patient should have a thorough under- 
standing of the nature of his trouble, since 
future difficulties may be avoided if he co- 
operates intelligently with his medical ad- 
visor. A bland, low residue diet should be 
prescribed and the dangers of bran, seeds, 
skins, popcorn and coarse cellulose fibers 
pointed out. The establishment of normal 
bowel functions is of the utmost importance. 
Retention enemas of mineral or olive oi! at 
bedtime are helpful. Such oils may also be 
taken by mouth. Some experts prescribe a 
tablespoonful of barium once or twice a week 
with the idea of keeping the diverticulae 
filled with this non-irritating material. A 
sedative, antispasmodic mixture containing 
belladonna, Hyoseyamus and phenobarbital 
often is of value in these cases. The patient 
must be impressed with the necessity for 
prompt medical attention should constipa- 
tion, tenderness or pain recur. If these pa- 
tients can be made to realize that prompt 
and energetic treatment of early acute di- 
verticulitis may save them from serious com- 
plications of this disease, they are much 
more inclined to cooperate intelligently than 
if they are simply given a diet list and 
ordered to abide by it. 

Let us follow our patient with acute 
diverticulitis a bit further. If his divertic- 
ulitis fails to subside completely, or if he 
is unfortunate enough to have recurrent at- 
tacks, he will eventually develop a condition 
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ot chronic inflammatory infiltration of the 
bowel wall adjacent to the infected divertic- 
ulum. Such infiltration markedly thickens 
the walls and inevitably narrows the lumen 
of the gut, thus producing variable degrees 
of obstruction. The symptoms now are those 
of increasing constipation, pain during de- 
fecation, and constant tenderness in the left 
lower quadrant. A tender mass can be felt 
either by abdominal or rectal examination. 
During an acute exacerbation of symptoms 
there may be fever and leukocytosis. Dif- 
ferentiation of obstructing diverticulitis 
from carcinoma may be difficult. Barium 
enema examination reveals a more constant 
filling defect than was seen in diverticulitis 
with enterospasm, but the integrity of the 
mucosa is still apparent and the filling defect 
is much longer than is the case with carcin- 
oma. The defect tends to fade out gradually 
into normal bowel at either end instead of 
revealing a sharp demarcation between nor- 
mal and abnormal bowel as is frequently 
the case with cancer. The history of re- 
peated episodes of left lower abdominal pain 
and tenderness, together with bowel irregu- 
larity over a period of months or years, is 
also suggestive of diverticulitis. Proctoscopic 
examination may be of value if it reveals 
normal mucosa in a gradually contracting 
lumen. 

Treatment of this stage of diverticulitis 
should still be conservative and should be 
essentially the same as that for simple di- 
verticulitis with enterospasm. It is desira- 
ble to continue treatment for several weeks 
after the symptoms and findings have sub- 
sided. 

If, in spite of energetic treatment, inflam- 
mation fails to subside, increasing obstruc- 
tion of the bowel is the most common com- 
plication of this stage of diverticulitis. Ob- 
struction should be treated conservatively by 
means of the measures already outlined plus 
the use of the Miller-Abbott tube. If re- 
sponse is inadequate, the surgeon must de- 
cide the optimum time for operation. Every 
effort should be made to differentiate clini- 
cally between diverticulitis and cancer, be- 
cause all too frequently the surgeon is un- 
able to make this distinction at the time of 
operation. Primary resection of the ob- 
structing mass is extremely hazardous be- 
cause of the danger of peritonitis. The Mik- 
ulicz procedure is rarely feasible because the 
mesentery is so shortened and thickened as 
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to prevent exteriorization of the mass. In 
most instances the surgeon must content 
himself with a cecostomy or colostomy in 
the transverse colon. Diversion of the fecal 
current, plus irrigations of the distal seg- 
ment with warm saline solution, has a re- 
markable healing effect upon the inflamed 
and obstructing mass. Not infrequently it 
melts away and obstruction is largely re- 
lieved. If obstruction persists, and especially 
if there is fear of malignancy, resection of 
the involved segment should be carried out. 
If inflammation has been reduced and the 
lumen of the gut rendered clean by through 
and through irrigations between colostomy 
and rectum, resection carries but little mor- 
tality. It may be that sulfaguanidine, one 
of the newer sulfonamide derivatives, will 
be of value in this type of case. This drug 
is poorly absorbed from the bowel and can 
be given in such concentration as to render 
the lumen of the gut practically sterile. Ir- 
rigations through the colostomy and rectum 
with sulfaguanidine should, theoretically at 
least, be more effective than similar irriga- 
tions with saline solution. The incidence of 
peritonitis following resection of diverticuli- 
tis may be significantly lowered if this new 
drug lives up to advance notices. 

Perforation may occur in diverticulitis 
either during the acute primary stage or 
after infiltration of the bowel wall is mani- 
fest. Perforation into the peritoneal cavity 
with subsequent generalized peritonitis is 
fortunately rare. In case of acute, fulmi- 
nating perforation the symptoms may be so 
alarming as to necessitate immediate ex- 
ploration. The diagnosis is frequently in 
doubt until the abdomen is opened. When 
the cause of perforation is ascertained, the 
surgeon should be content to insert a drain 
and a few grams of sulfathiazole and close 
the abdomen immediately. If the patient is 
not seen until twelve or twenty-four hours 
after perforation has occurred, the surgeon 
may elect to wait for localization of the 
process, after which simple drainage is in 
order. 

Perforation most frequently occurs in a 
chronic form, with development of a peri- 
diverticular abscess. In males, the symptoms 
of chronic diverticulitis may be over- 
shadowed by genito-urinary symptoms be- 
cause of the proximity of the inflammatory 
process to ureter or bladder. In females, the 
condition is frequently mistaken for tubo- 
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ovarian abscess. The differential diagnosis 
is often difficult and depends upon careful 
evaluation of history, rectal and abdominal 
palpation, and barium enema examination. 
If the peridiverticular abscess is not drained, 
it may perforate into the bowel, the urinary 
bladder or the pelvic floor. Perforation into 
the bowel is a happy circumstance and is 
followed by rapid subsidence of symptoms. 
Perforation into the bladder results in the 
miserable complication of vesicocolic fistula. 
Perforation through the abdominal wall or 
pelvic floor is followed by persistent abdomi- 
nal fistula. It is useless to attempt to close 
an abdominal or vesicocolic fistula in a pri- 
mary operation. Such attempts are destined 
to fail unless they have been preceded weeks 
or months before by a colostomy well above 
the area of involvement. 


Conclusions 


(1) Acute diverticulitis of the colon is 
never a surgical disease unless com- 
plicated by obstruction or perforation. 
Only 15 to 20 per cent of patients 
with diverticulitis will require sur- 
gery if they are adequately treated 
by conservative measures. 

If obstruction requires surgery, co- 
lostomy should almost always precede 
resection. 

Perforation should be treated con- 
servatively, if possible, until localiza- 
tion has taken place, after which 
simple drainage of the abscess is the 
best procedure. 


(2) 


(3) 


(4) 


Abstract of Discussion 


Dr. Julian Moore (Asheville): I think all sur- 
geons will agree with the premise of this paper 
that diverticulitis is not a surgical disease unless 
it becomes complicated by some surgical disaster. 

In a large series of cases reported by Dr. Rankin 
17 per cent of them required surgical intervention. 
In all probability the percentage could have been 
reduced if the patients had been adequately treated 
in acute diverticulitis. 

Indications for surgical treatment have been out- 
lined by Dr. Johnson, but for the sake of emphasis, 
I will repeat them. 

When diverticulitis is complicated by abscess, un- 
questionably surgery is indicated, and as Dr. John- 
son said, the indication is simply to drain the 
abscess and then get out. Usually a perforation is 
very slow. The patient develops an infectious gran- 
uloma that produces a mass. Probably every sur- 
geon has found such a mass in the colon upon 
opening the abdomen, and has backed out after 
doing the preliminary colostomy, thinking that the 
patient had cancer. Several weeks later the mass 
would disappear. A number of those cases have 
been reported, particularly by Mock. If surgeons 























December, 1941 


do not perform a cecostomy or colostomy, a re- 
section must be done. 

The next indication for surgery is fistula. Fre- 
quently after drainage for a perforated divertic- 
ulitis, an external fecal fistula results. Occasionally 
the sigmoid may attach itself to a loop of small 
bowel or bladder and perforate, resulting in internal 
fistula. That type of patient can only be cured by 
surgery. You cannot cure a patient by resection 
of the fistula alone. The diseased area in the colon 
must also be resected. 

Very occasionally a diverticulitis or diverticulosis 
may be associated with carcinoma, and then it is a 
surgical condition. The incidence in Dr. Rankin’s 
picture was not over 2 per cent, which is rather 
surprising. Carcinoma is not a frequent complica- 
tion of diverticulosis or diverticulitis, and neither 
is diverticulosis a common finding in carcinoma of 
the colon. 

There is a last indication for operation which I 
think Dr. Johnson failed to mention, and that is 
occasional diverticulosis with persistent hemorrhage. 
Bleeding from the diverticulum is unusual, and when 
it occurs one cannot be sure that there is not 
another cause for bleeding other than the divertic- 
ulum. In such cases, the surgeon is perfectly justi- 
fied in exploring the abdomen, because that is the 
only way he can make a diagnosis. If persistent 
bleeding occurs, it is usually due to carcinoma 
rather than to diverticulitis. 

Dr. Johnson very rightly brought out that surgery 
in the left side of the bowel can be successfully 
done if it is divided into two stages. It cannot be 
successfully done in one stage. That is perfectly 
true of diverticulitis, as it is of carcinoma of the 
colon. If resection has to be done, it should be a 
two-stage procedure, the first stage being either 
cecostomy or colostomy, and the second stage re- 
section. 

I think most surgeons will agree with Dr. John- 
son, that diverticulitis is not a surgical disease. 
We wish that all such cases could be cured medically, 
because the mortality rate is high in the surgical 
treatment of complications. Dr. Haywood reported 
37 per cent mortality in those operated upon. 


Dr. William deB. MacNider (Chapel Hill): I was 
wondering about the use of sulfaguanidine in con- 
trolling the chronic infections in diverticulitis and 
preventing either the development of pericolonic 
thickening or, in acute carcinoma, the weakening of 
the intestinal walls. 

Dr. E. K. Marshall, Jr., says that sulfaguanidine 
has no immediate effect, but tends to lessen the 
growth of bacteria within the lumen of the bowel. 
Sulfaguanidine and perhaps some related chemicals 
exert their effects within the colon. 

Dr. Frederick Taylor (High Point): I should like 
to ask Dr. Johnson what the dosage of sulfaguani- 
dine is when used in this connection, and what 
strength he uses when giving the solution as an 
enema? Is a retention enema used? 

Dr. R. B. McKnight (Charlotte): I think that 
diverticulitis is primarily and in the vast majority 
of cases merely a medical problem. There are cer- 
tain complications which call for surgical interven- 
tion. In the few cases that need surgery, divertic- 
ulitis has to be handled somewhat like malignancy 
in that area of the bowel. It usually calls, in my 
opinion, for a resection, and the safest type of re- 
section is the Mikulicz type, in which the loop of 
gut is brought out of the abdominal wall, exterior- 
ized and handled as if it were a malignancy. 

Dr. Johnson: I wish to thank the gentlemen for 
the discussion. 

As far as sulfaguanidine is concerned, I admit 


RHEUMATIC FEVER—CARR 


661 


complete ignorance as to dosage, either by enema 
or mouth. So far as I know, no information has 
been published as yet. I learned through personal 
communication that Dr. Barton, of the Mayo Clinic, 
has used it in diverticulitis without any evidence 
whatsoever that it does any good. He admits, how- 
ever, that he has not used it long enough to be 
able to express a final opinion. It would seem that 
sulfaguanidine would not be particularly valuable 
in diverticulitis, because the lesion is primarily ex- 
tralumenal. It is either in the bowel wall or peri- 
bowel tissues. Sulfaguanidine is an insoluble sub- 
stance, and stays in the lumen of the bowel. It 
kills bacteria in the bowel, but I doubt that it would 
do anything in the peribowel tissues. 





RHEUMATIC FEVER 


EUGENE M. CARR, M. D. 
ASHEVILLE 


What is acute rheumatic fever? We are 
all familiar with the typical case in a child 
or a young adult who is taken ill with a sore 
throat, and a few days later develops the 
signs of acute inflammation in one or more 
joints, followed by evidence of general in- 
fection and involvement of the heart. We 
know that the cardiac signs may vary from 
a slightly increased pulse rate and a barely 
audible systolic murmur to rapidly develop- 
ing congestive failure. We know, too, that 
the same patient, during the course of his 
disease, may show disorders of the serous 
membranes, the subcutaneous tissues, the 
skin or the nervous system. We may be 
quite familiar with this so-called “rheumatic 
series” and still be unable to answer the 
question, “What is acute rheumatic fever?” 

Our difficulties are several: In the first 
place the etiology is unknown; in the second 
place by far the great majority of cases are 
atypical and do not conform to the textbook 
picture; and in the third place the term I 
used subconsciously is an old fashioned mis- 
nomer long ago discarded. It is true that 
the disease may occasionally be acute, with 
a sudden onset, fulminating course, and fatal 
termination, but it is much more often in- 
sidious in onset with a chronic course of 
months’ or even years’ duration, with many 
remissions and exacerbations. It is true that 
it is usually rheumatic in the sense of hav- 
ing one or more joints involved, but this is 
by no means always the case. It is true 
that fever is usually present at one time or 
another, but some of the important mani- 
festations—for example, chorea—are often 
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entirely afebrile. So even the current term 
‘rheumatic fever” is not at all satisfactory, 
and the suggestion has been made that the 
syndrome might well be called by some 
man’s name until more is known of its cause. 

The problem of cause, after much investi- 
gation and controversy, remains unsettled. 
Some twenty years ago the current evidence 
pointed to a streptococcal origin and we 
were then taught that it would only be a 
question of more work until a specific strep- 
tococcus could be isolated and generally 
agreed upon as the infecting agent. Since 
that time pathologic studies have clearly 
proved that rheumatic fever is a systemic 
disease, probably an infection, producing 
characteristic lesions in various tissues. 
However, attempts to isolate a specific caus- 
ative organism from the joints, heart valves, 
exudates or tissues have so far failed and 
the disease has never been reproduced in 
animals. 

The filtrable virus theory has of course 
been suggested and it was once thought that 
a virus might gain access to and remain fixed 
in the living tissues—thus explaining the 
chronicity. Certain elementary bodies were 
described which were recovered from the 
pleural and pericardial exudates in rheu- 
matic fever, and were agglutinated only by 
the serum of rheumatic fever patients. But 
other workers have been unable to confirm 
these findings and the filtrates also have 
failed to reproduce the disease. 

More recently an attempt has been made 
to explain the situation at least partly on 
the basis of allergy—meaning in this case a 
sensitivity of the joints to bacteria and their 
products rather than the protein sensitivity 
of asthma and hay fever. The joint swelling 
after a sore throat may be the allergic re- 
sponse of tissues previously sensitized by a 
specific or non-specific streptococcal infec- 
tion of the respiratory tract. This might ac- 
count for the fact that the joints are usually 
sterile even when the signs of inflammation 
are present. It might also account for the 
difference in types of response on the part 
of different hosts. 

At all events, whatever the cause—strep- 
tococcus, virus, allergy or a combination— 
the disease is more common and more im. 
portant than those of us who live in a part 
of the country where we seldom see it might 
suppose. There are about one million rheu- 
matic heart cases in the United States with 
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a yearly incidence of about one hundred 
seventy-five thousand new cases of rheu- 
matic fever. Conservative students agree 
that it is the most frequent cause of heart 
disease in patients under 40, and many be- 
lieve that it is the one and only cause of 
mitral stenosis. Add to these facts the reali- 
zation that rheumatic fever may cripple the 
individual at the very beginning of his active 
life, and the disease assumes an importance 
not far below that of diabetes, tuberculosis 
and syphilis. 

Regarding its incidence some data seem 
well established. It occurs much more fre- 
quently in cold damp climates and in cold 
damp seasons of the year. For example, the 
percentage of hospital admissions for rheu- 
matic fever in Boston is ten times that in 
Miami. It is more common in the lower in- 
come groups, and the initial attack is most 
apt to occur between the ages of 9 and 11 
years. There seems to be a certain familial 
tendency but the questions of contagion and 
of hereditary susceptibility are still poorly 
understood. 

In rheumatic fever pathologic and clinical 
manifestations are so easily correlated that 
one is tempted to ignore the traditional order 
of discussion, and to consider the “rheumatic 
series” as such without sharply separating 
laboratory from bedside observations. 

As in many infections, fever, leukocytosis, 
increased sedimentation rate and anemia are 
apt to be present and usually parallel the 
severity of the underlying process. It should 
be emphasized, however, that there is noth- 
ing specific about any of these findings, and 
postmortem evidence of rheumatic activity 
in the absence of all of them has been re- 
ported. 

Tonsillitis was long considered a necessary 
precursor to the arthritis and carditis, and 
older writers recognized “rheumatic angina” 
as a clinical entity. After tonsillectomy be- 
came a routine procedure there was a gen- 
eral tendency to substitute the term “naso- 
pharyngitis”. The best available figures in- 
dicate that tonsillitis precedes rheumatic 
fever in only about 15 per cent of the cases. 
The same figures do not support the idea of 
a specific etiological relationship between 
streptococcal upper respiratory infection 
and rheumatism. They indicate that the dis- 
ease may follow a streptococcal respiratory 
infection or a non-streptococcal respiratory 
infection, or may occur independent of any 
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respiratory infection in about the same per- 
centage of cases. 

The joint symptoms vary from mild 
“srowing pains” to severe polyarthritis with 
all the classic signs of acute inflammation. 
It is probable that many cases dismissed as 
“growing pains” are really subclinical rheu- 
matic fever. True polyarthritis is more fre- 
quent in adults than in children and in the 
typical case one joint becomes inflamed as 
another subsides. Pain and tenderness are 
often exquisite and at times quite out of pro- 
portion to the swelling. The knees, ankles, 
wrists and elbows are most frequently in- 
volved and may show recurring evidences 
of arthritis alternating with periods of re- 
mission during the course of months or 
years. Fluid obtained on tapping the joints 
is usually sterile, and recovery from joint 
symptoms is practically always complete. 

For many years it has been recognized 
that the cardiovascular system shows the 
most important lesions of rheumatic fever, 
and recent authorities agree that the heart 
is probably always involved. The damage 
may be transient or permanent and is seri- 
ous in about 50 per cent of the cases. Usual- 
ly there is wide-spread involvement of all 
the cardiac structures, but in varying de- 
gree;-in some cases the myocardium, in some 
the pericardium, and in others the endo- 
cardium and valve leaflets may show more 
striking changes. Clinically it may be im- 
possible to determine the relative degree of 
damage to the different portions of the 
heart, but from the pathologic standpoint 
the mitral valve is injured in all cases of 
rheumatic carditis, the aortic in about one 
half, and the pericardium much more fre- 
quently than is recognized during life—pos- 
sibly in 100 per cent of all fatal cases. 
Clinically again the heart damage may be 
minimal, with no circulatory symptoms, or 
there may be varying signs of myocardial 
weakness up to and including congestive 
failure. A recurrence may at any time acti- 
vate what was previously a subclinical cardi- 
tis and it would seem that the degree of 
cardiac involvement increases with the dura- 
tion of the disease. To establish reliable 
mortality figures a considerable number of 
patients would have to be followed for at 
least thirty years. So far this has not been 
done, but in a series of children observed 
for ten years the mortality at the end of 
that time was 20 per cent—most of the 
deaths being due to active carditis. 
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Chorea, the fourth member of the ‘“‘rheu- 
matic series”, was first described by Syden- 
ham and was once confused with the danc- 
ing mania prevalent at the time. It is com- 
mon in children, occurring in about 40 per 
cent of the cases. It is rare in adults and is 
seldom fatal. The first symptoms are often 
personality changes or emotional upsets fol- 
lowed by irregular, incoordinate, purposeless 
movements sometimes severe enough to in- 
terfere with walking or talking. The dura- 
tion varies greatly. The attacks appear to 
be self limited, and show the usual tendency 
to recur. It is worth noting that choreiform 
movements occur in other infections quite 
distinct from the rheumatic cycle. 

Other common signs of rheumatism such 
as subcutaneous nodules, skin eruptions, 
nose bleeds, pleural, pulmonary and hepatic 
lesions I can mention only in passing and 
note that they are reported in varying fre- 
quency by different observers. 

What is the pathology underlying these 
diverse clinical manifestations? It is chiefly 
a widespread connective tissue reaction with 
distinct exudative and proliferative phases 
producing lesions in various organs, especi- 
ally the cardiovascular system and the serous 
membranes. The exudative stage usually 
lasts only a few weeks, its end being marked 
by the subsidence of signs of acute infection. 
During this time, in the heart muscle there 
has frequently been noted swelling and frag- 
mentation of the connective tissue ground 
substance and wandering in of granular 
cells around the arterioles. The proliferative 
stage which follows may last as long as six 
months and corresponds to the period of 
subacute clinical symptoms. The perivascu- 
lar lesions in the heart now show collections 
of large irregular cells with multiple vesicu- 
lar nuclei. These cells either develop into 
fibroblasts or are surrounded by them, so 
that the entire picture is that of a minute 
scar. Thus the Aschoff bodies or submiliary 
granulomata, characteristic of the disease, 
are formed. First described by MacLagan 
in the myocardium and proved specific by 
Aschoff, they have since been found in the 
endocardium, adventitia of blood vessels, 
tonsillar capsule, peritoneum, meninges and 
lungs. The end result of these lesions is 
thought to be the pinpoint, triangular or 
flame-shaped areas of grayish white so often 
seen in the cut section of hypertrophied 
heart muscle. 
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Histologic pictures quite similar to the 
Aschoff bodies are described around the 
vessels, in the connective tissue sheaths and 
in the synovial membranes of inflamed 
joints. The subcutaneous fibroid nodules, 
thought to be of bad prognostic significance 
since they are more often found attached to 
the tendon sheaths in severe cases, also re- 
semble the Aschoff bodies. 

Thee heart valves, too, show a distinct 
difference between the acute and chronic 
stage. The verrucae—small, firm, wartlike 
projections seen along the line of closure of 
mitral and aortic valves in the acute stage— 
are probably not responsible for the clinical 
valvular insufficiency. The cause of this is 
more likely a dilation of the valve rings. 
However, in the chronic stage, the valvular 
deformities consisting of fibrous thickening 
and fusion of the cusps, with shortening of 
the chordae tendineae, obviously cause sten- 
osis. Many pathologists now believe that 
the path of infection in valvulitis is through 
branches of the coronaries rather than 
through the circulating blood. Either of 
these views seems to take for granted a 
blood stream infection which is not yet 
proven. 

Pericarditis is one of the most important 
complications. Though often unrecognized 
clinically, it occurs in practically all of the 
fatal cases and in many of the severe ones, 
and is usually of the fibrinous type. Re- 
peated attacks are frequent, and painful, 
crippling adhesions may result. When effu- 
sion develops, tapping may be necessary to 
relieve pressure, in which case the fluid is 
consistently sterile on culture. The same is 
true of the spinal fluid in chorea—essentially 
a meningo-encephalitis—and of the pleural 
fluid in rheumatic pleurisy. 

From the foregoing remarks two points 
must be obvious: first, the need for long 
continued medical supervision; and second, 
the fact that there can be no true specific 
therapy until the cause is determined. The 
many and varied forms and complications 
of the disease may require the physician’s 
actual attendance for a period of from sev- 
eral months to several years, during which 
time, except for general principles, each case 
is a law unto itself. The maintenance of 
adequate nutrition, the avoidance of inter- 
current infections, the adjustment of rest 
and exercise are all problems which call for 
experienced guidance. “When in doubt, pre- 
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scribe rest,” is a good rule to follow. If the 
disease is suspected the patient should be 
ordered to bed for a period of observation 
until a diagnosis can be established. The 
patient with signs of activity must remain 
in bed. The convalescent after an acute at- 
tack, especially if there has been active 
carditis, should ideally continue to rest until 
all signs of activity have disappeared. This 
means not only the subsidence of clinical 
symptoms, but the return to normal of pulse, 
temperature, leukocyte count and sedimenta- 
tion rate. This may require months, or in 
some cases years, and rest should be en- 
forced until the patient can carry on ordi- 
nary duties without circulatory symptoms. 
Palpitation, dyspnea and precordial distress 
are better criteria than the size of the heart 
or the presence of murmurs. 

Tonsillectomy should not be done during 
the period of rheumatic activity. It is a 
moot question whether tonsillectomy has any 
influence on recurrences or on the incidence 
of cardiac involvement, but the consensus of 
opinion seems to be that the operation is of 
value only in proportion to its effect on the 
general health. 

The salicylates are often considered ‘“‘spe- 
cifics’”’ in the treatment of rheumatic fever. 
Strictly speaking, this is not true. Their 
proven and unquestioned usefulness is due 
to the fact that they relieve pain and reduce 
fever, but they do not prevent recurrences 
or cardiac damage, and there is no evidence 
that they have any direct inhibitory effect 
on the etiologic agent. In cases with joint 
involvement they should be given in full 
doses, 120 or more grains of sodium sali- 
cylate, or 50 or more grains of aspirin daily. 
The improvement in such cases is often 
dramatic. If necessary, local applications of 
methyl salicylate may be used in addition. 
In chorea or subacute carditis they have no 
particular value and often mask the signs 
of activity. When the salicylates are not 
well tolerated, as shown by deafness, nausea 
or vomiting, amidopyrine should be used, 
and during the course of acute carditis co- 
deine or morphine may be needed to relieve 
pain or cough. 

Chorea has long been treated by the com- 
mon sedatives—bromides, chloral and phe- 
nobarbital—, and more.recently by fever 
therapy with good results reported. 

Heart failure is the one and only indica- 
tion for digitalis. The dosage and method 
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of administration are the same here as in 
heart failure from any other cause. Chil- 
dren in general are more resistant to digi- 
talis than adults, but seem to vary more in 
their response to it. Hence there is need for 
caution. If auricular fibrillation occurs in a 
child under digitalis therapy the drug should 
be stopped at once. 

Regarding the use of the sulfonamide de- 
rivatives in rheumatic fever two _ points 
should be made clear. In the first place 
these drugs have been tried with unfavora- 
ble results in the acute phases of the disease. 
They seem to aggravate rather than to re- 
lieve the symptoms—a fact which might be 
construed as further evidence against a 
streptococcal origin. However, recent re- 
ports seem to indicate that small doses of 
sulfanilamide given over a long period as a 
prophylactic to rheumatic patients tend to 
prevent recurrences. 


Summary 


Rheumatic fever is a systemic disease of 
unknown etiology, probably an_ infection, 
characterized by widespread connective 
tissue reaction with specific lesions; by in- 
volvement of joints, heart, serous mem- 
branes and nervous system; by chronicity, 
remissions and exacerbations; by a tendency 
to permanent cardiac damage; and by strik- 
ing improvement, at least of the joint symp- 
toms, under salicylate therapy. 


Abstract of Discussion 


Dr. C. M. Gilmore (Greensboro): Our thanks are 
due Dr. Carr for giving us a comprehensive discus- 
sion of a medical problem that is becoming of in- 
creasing importance. 

It is rather difficult to add to a paper that covers 
the subject so thoroughly and in such detail. There 
are a few things that we might discuss or disagree 
with. One is the statement that rheumatic fever 
is more common in the low income group. Dr. 
Northington said that the reason more poor people 
had pellagra than the other kind was that there 
were more poor people than the other kind. I think 
that applies to rheumatic fever. In my practice I 
don’t think the infection has had any relation to 
the status of the patient. 

In my experience salicylates are not well tolerated. 
Amidopyrine was one of the most satisfactory drugs 
I have tried, and I used it very freely over a period 
of years until I lost six patients from malignant 
neutropenia. I have never prescribed it since, even 
though those six patients were the only ones of 
hundreds or thousands who were sensitive to it. 

I believe that the rheumatic fever syndrome is 
due to an infection with a virus that has not been 
isolated or properly identified. The infection tends 
to recur. Therefore, if we can prevent intercurrent 
infection and keep the patient up to a high level 
of vitality, we prevent fatalities, because each re- 
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currence of the cycle produces more general and 
more cadiac damage. 

In the diagnosis I think the important thing is 
to connect up a series of illnesses which occurred, 
in the majority of cases, between the fifth and ninth 
year. After a series of acute infectious diseases 
we begin to get signs of cardiac involvement. Un- 
fortunately, until recent publicity and attention were 
centered on rheumatic fever, we frequently missed 
the diagnosis and allowed the patient to get un- 
necessary cardiac damage because we did not recog- 
nize the disease until after weeks or months. 

The first thing that should make one suspect 
rheumatic fever infection is the appearance of pro- 
longed chest symptoms or low grade bronchial pneu- 
monia, following apparent upper respiratory infec- 
tion. A year ago in a series of autopsies it was 
found that 38 per cent of rheumatic fever patients 
had signs of interlobar pneumonia. Only ten of 
them had been in life diagnosed as having chest 
pathology. This means that the interlobar pleural 
infection or the pulmonary part of the infection is 
a part of rheumatic fever, probably as constant as 
the cardiac. Following a series of respiratory in- 
fections the next thing that should make us sus- 
picious is the beginning of arrhythmia which is 
fairly constant, which persists when the child is 
not excited and persists after rest. This should 
call for sedation. 

The treatment of rheumatic fever requires rest in 
bed for a period of months. I do not think it is 
fair, if the patient is old enough to understand, to 
let him expect to get out of bed within a week or 
two. 

I feel that high doses of vitamins A and D during 
the winter season help to prevent recurrences of 
the upper respiratory infections. Salicylates and 
aspirin at times (if they are not well tolerated a 
little alkali can be added) do help a patient to rest 
and seem to have an inhibitory effect, particularly 
on the joint or muscular symptoms, in the cases 
which continue to run a low grade fever. Typhoid 
vaccination should be considered, although it is a 
major and dangerous procedure. 





The Use of Digitalis in Patients With Coronary 
Thrombosis.—If the patient has myocardial failure 
with congestion, with coronary thrombosis as a 
cause Or aS an accompanying condition, digitalis 
should be used. Experience affords strong support 
for such practice. This applies to coronary throm- 
bosis in any stage, early or late. Experimental 
studies indicate that animals become about 25 per 
cent more susceptible to digitalis after coronary 
occlusion. In view of this fact it is wise to employ 
somewhat smaller doses, about three fourths as 
much as otherwise, in the treatment of heart failure 
in patients with coronary thrombosis.—Harry Gold: 
Digitalis: Its Action and Usage, M. Ann. District 
of Columbia, 10:128 (April) 1941. 





“Dull” Geniuses.—Liebig, the founder of physio- 
logic chemistry, was the despair of his language 
teachers. At 15 he left school and was apprenticed 
to an apothecary because he wanted to be a chemist. 
At 17 he managed to enter a university and at 20 
was awarded the Ph. D. degree. John Hunter, British 
surgeon and anatomist, left Latin school at 12 and 
spent four apparently idle years roaming the woods 
and fields, “watching the ants, the bees, the birds, 
the tadpoles, and caddis-worms, pestering people 
with questions about which nobody knew or cared 
anything.”—Lewis M. Terman: Psychological Ap- 
proaches to the Biography of Genius, Science, 92; 
295 (October 4) 1940, 
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EVALUATION OF ROUTINE PROCTO- 
SIGMOIDOSCOPY IN GASTRO-INTES- 
TINAL STUDY; REPORT ON THREE 
HUNDRED AND SEVENTY-NINE 
EXAMINATIONS 


A. XERXES ROSSIEN, M. D.* 
KEW GARDENS, N. Y. 


Routine proctosigmoidoscopy is an impor- 
tant adjunct in the diagnosis of gastro-in- 
testinal disorders, and should be carried out 
in all such eases. This procedure is employed 
in the Gastro-Intestinal Clinics of the Queens 
General Hospital, and this paper is a report 
of the findings in 379 consecutive unselected 
eases from these clinics. The pathological 
entities observed were in a majority of in- 
stances asymptomatic. Since these are entire- 
ly “refer clinics”, patients suspected of hav- 
ing disease primarily of the ano-recto-sig- 
moidal region are sent directly to the rectal 
division of the Surgical Clinics. 


Technique 


Our preparation of the patient is relative- 
ly simple. The patient is instructed to take 
a cleansing enema of decinormal] saline solu- 
tion until the return is as clear as the solu- 
tion injected. Upon reporting to the clinic 
the patient is further instructed to remain 
in the lavatory for no less than five minutes 
just prior to the proctosigmoidoscopic ex- 
amination. 

The ordinary examination table usually 
suffices. In the presence of some physical 
deformity one of the specially constructed 
tables may prove to be of advantage. The 
patient is placed in the knee-chest position 
with the spine slightly concaved, and is 
properly draped. The type of proctosig- 
moidoscope used may be left to the choice of 
the operator. We prefer any sigmoidoscope 
having the light at the outer end of the in- 
strument and made of hard rubber. If a 
metal instrument is used, it is preferable to 
use batteries instead of house current for a 
source of light, so that the patient will not 
be shocked if the operator should forget and 
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attempt to turn off the current while the in- 
strument is still inserted. 

An external inspection and a digital ex- 
amination of the rectum are performed. 
Sufficient lubrication is applied on the in- 
strument and the proctosigmoidoscope is in- 
serted. The obturator is removed when the 
rectal ampulla is reached. This can be de- 
termined by the sudden sensation of roomi- 
ness for the inserted portion. Air insuffla- 
tion is never used. Direct inspection is our 
guide for further passing of the instrument. 

Interference from retained enema may be 
overcome by having the patient rise slowly 
to a knee-elbow position, thus allowing the 
contents to flow out through the proctosig- 
moidoscope. The same effect may be ob- 
tained by the use of cotton-swab absorption. 
Spasm can usually be overcome by swabbing 
the mucous membrane with a saturated solu- 
tion of magnesium sulfate, and allowing a 
few moments for the spasm to release itself. 
Mucosal puckering into the instrument is 
usually relieved by slow and gentle pressure 
with a cotton swab. Obstruction by tumors, 
fixed proctosigmoidal junctures resulting 
from pelvic adhesions, strictures, and the oc- 
casional nonreleasing spasms are our indi- 
cations for interrupting the examination. 
In the presence of these findings it is better 
to discontinue the procedure than for the 
patient to suffer untoward effects. 


Data Obtained 


External examination preceding procto- 
sigmoidoscopy will reveal the presence or 
absence of anal excoriations, fissures, skin 
tabs, external or protruding internal hemor- 
rhoids, fistulas, condylomas, ulcers, tumors, 
hypertrophied papillae, and protruding rec- 
tum or polypi. Rectal digital examination 
serves the double function of dilating the 
anal sphincter (by gentle but firm pressure 
dorsally) and of determining the presence 
or absence of stenosis, rectal prolapse, con- 
tiguous extrinsic tumors, masses of neo- 
plastic or foreign body origin, and impacted 
feces. 

Observations made through the proctosig- 
moidoscope must be properly interpreted. 
Familiarity with the appearance of the nor- 
mal mucosa can best be attained by frequent 
routine examinations. The variations of the 
normal are most frequently caused by the 
measures used in the preparation of the pa- 
tient for study. The normal mucosa may 
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appear from light orange to red in color. 
A deep red might at first glance suggest an 
inflammatory reaction; however, in the ab- 
sence of pus, mucus, and gross bleeding in 
spite of gentle swabbing, the color may be 
considered as being within normal limits. 
The hypertrophic and atrophic mucosa ap- 
pears not unlike similar entities of other 
mucous membranes.  Proctosigmoidoscopy 
will result in identification of strictures, 
hemorrhoids, polypi, ulcers. inflamed crypts, 
tumors, hypertrophied papillae, fissures, and 
congenital anomalies. 

At the present stage of our studies we are 
inclined to agree with other observers") that 
it is difficult to determine the disease entity 
represented by the ulcers examined by proc- 
tosigmoidoscope. We are still greatly de- 
pendent on the history, laboratory data, and 
therapeutic tests if these can be made. The 
ulcer of amebic colitis is usually small, and 
oval or round, it bleeds easily, and its walls 
are edematous. In contradistinction to the 
chronic bacterial ulcerative colitis lesions, 
the amebic ulcers are usually discrete, and 
the intervening mucosa is fairly normal in 
appearance. The tuberculous ulcers are fre- 
quently deep, large, and irregular, with in- 
durated and undermined edges, and are 
separated by reasonably normal appearing 
mucosa. The malignant ulcers are usually 
single, deep and large, with ragged friable 
edges; usually no inflammatory changes of 
the surrounding mucosa are noted. 

Polypi may be of chronic inflammatory 
origin or may be new growths. Swinton and 
Warren”) concluded from their study that 
polypi in the rectum are not the result of 
diffuse inflammatory processes but are true 
tumors. The polypi may be small to chest- 
nut in size and single or multiple. Many 
authors) have called attention to the famil- 
ial tendency of this disease. Carcinomatous 
changes are more frequent in multiple polypi 
than in the solitary or scattered variety. In- 
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cluded in the series reported later in this 
presentation is a male adult, 31 vears of age. 
who was afflicted with a solitary polyp of 
the rectum. Malignant changes had de- 
veloped (proven on biopsy). When procto- 
sigmoidoscopic examination was made im- 
mediately prior to intended operation, it was 
found that spontaneous amputation with ap- 
parent expulsion of the polyp had occurred 
since the preceding examination. The pa- 
tient’s brother was in another hospital for 
the treatment of carcinoma of the rectum. 
Our patient has had no recurrence for about 
two years, but is at this writing hospitalized 
for a bleeding duodenal ulcer. Another soli- 
tary polyp, at 18 cm., with clinical malig- 
nant changes, was observed in a middle aged 
female in our series. 

The malignant ulcer has been previously 
described. The carcinomatous mass may be 
annular or oval with an overgrowth of tissue 
somewhat resembling a cauliflower. Since 
this mass is friable, bleeding is the rule, and 
not infrequently a section for biopsy can be 
obtained with a cotton swab. Stenosis may 
develop in the late stages of this disease. 


Report of Cases 


In the course of routine proctosigmoido- 
scopic examinations on 379 consecutive un- 
selected cases in the Queens General Hos- 
pital Gastro-Intestinal Clinics, 149 patients 
were found to have ano-recto-sigmoidal dis- 
ease. The remaining 230, or 60.6 per cent, 
presented none of the pathological condi- 
tions. 








TABLE 1 
Number free of pathology 2302s. % 
Number with pathology 149s 339.4% 
Total cases studied __ 379 =: 100.0% 


Since these are entirely refer clinics, pa- 
tients suspected of having primary disease 


of the ano-recto-sigmoidal region are not 
sent to the Gastro-Intestinal Clinics. Of the 
149 patients with pathology, 78 or 52 per 


cent either had none of the usual symptoms 
or had them to such a slight degree that they 
were not reported by the patients during the 
course of thorough history interrogation. 
Not infrequently we find patients reluctant 
to answer questions concerning that portion 
of the anatomy. It is, therefore, our practice 
when progressing to that part of the history 
first to make inquiry relative to the presence 
of blood in the feces. This question is of 
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sufficient significance to the patient to result 
invariably in a positive or negative reply. 
Henceforth the path is usually cleared for 
further interrogation pertaining to the ano- 
recto-sigmoidal region. 

TABLE 2 


Observed Lower Bowel Asymptomatic Symptomatic TOTAL 
Pathology (78 cases) — _@i cases) (149 case s) 
27 Int. 14 Int. ms 
13 Ext. —48 16 Ext. —42 90 
—_ 8 Both — __12 Both 


Sigmoiditis 1 2 


Hemorrhoids 





Proctitis 3 
Proctosigmoiditis | 2 6 8 
Reduplication of 

mucosal folds Q 11 


> 
Atrophi appearing mucosa 5 3 
5 


Atrophic 


Congested mucosa 


Hype rtrophy of mucosal 
musocal folds : 2 





Skin tabs without other 

pathology ate 
Rectal prolapse, (moderate) 2 
Fistula in ano 





3 
Hy pertrophie d ‘Di ipill: ae a 
Polypi ee 
Polypi clinic: ally _malignant 0 
Fissures. ame l 


Spasms without other 
pathology . :. on 1 


Kinked proctosigmoid — 
(fixed) 

Chronic 

Cryptitis eee 1 A 

Clinical proctosigmold. > 


cancer . 9 ee. ee. eee 


Pilonidal cyst _. ile cea ] 0 “a 


NotE—Several of ‘the patients had more than one of the 
disease entities. 


Table 2 illustrates the fact that a large 
number of the pathological entities can be 
diagnosed without the use of the proctosig- 
moidoscope. Nevertheless, as the table in- 
dicates, the addition of this instrument to 
the armamentarium has greatly increased 
our diagnostic capacity. McWhorter® in 
reporting 22 cases of carcinoma of the rec- 
tum and rectosigmoid states that only one 
was located beyond the reach of the procto- 
sigmoidoscope. The same author says that 
W. J. Mayo observed that in 100 consecutive 
cases of carcinoma of the rectum and recto- 
sigmoid 63 per cent involved the rectosig- 
moid region. These could not have been seen 
without the aid of the proctosigmoidoscope. 





| = te} tS) or! St] am! oe] no a c|zx 





ulcerative colitis 1. ———~«& 





| 
| 
=) bo!) bo 














above 




















TABLE 3 
AGE INCIDENCE OF | ANO- -RECTO-SIGMOID DISEASE 
Per- 
Decade_ 2nd 3rd : 4th : Sth 6th 7th 8th Total ce nt. 
Females a 22 a 19 eis 2 0 89 59. 19, 
Males 3 13 17 12 12 2 1 60 40. 3%, 





We shall not endeavor in this report to 
explain our findings, but it is noteworthy 


that the incidence of pathological conditions 
in our series was greatest in the females 
during the third, fourth, and fifth decades. 
The males were affected most often from the 





December, 1941 


third to and including the sixth decade. The 
fourth decade gave the highest incidence of 
pathological entities in each sex. Of the 149 
cases 59.7 per cent were females and 40.3 
per cent were males. 


TABLE 4 
AGE INCIDENCE OF HEMORRHOIDS __ 








er- 
cent. 








Decade end srd_ Ath Sth 6th th sth Total 
Females = 5 138 18 14 3 1 0 54-60% 
Males 1 6 9 8 10 2 0 36 40% 





Of the 90 cases of hemorrhoids, 45.5 per 
cent were internal, 32.2 per cent were ex- 
ternal, and 22.2 per cent were both internal 
and external. In 53.3 per cent of the patients 
the hemorrhoids were asymptomatic. One 
can only speculate as to the consequence in 
these 48 asymptomatic cases if they had 
gone undiagnosed and untreated. In Mont- 
ague’s report of 188 cases there is practi- 
cally a complete reversal of the percentages 
found in our series for the two sexes. The 
fourth decade in his series, as in ours, was 
the period when hemorrhoids were most fre- 
quently found. 


Conclusions 


1. Routine proctosigmoidoscopy during the 
study of gastro-intestinal cases is advocated. 

2. A general discussion of the technique 
and data obtained is presented. 

3. In the course of routine proctosigmoid- 
oscopy on 379 patients, 149 cases were found 
to have ano-recto-sigmoidal disease. Of this 
number 52 per cent were without symptoms 
suggesting pathological entities of these 
parts. Of the 149 cases 59.7 per cent were 
females and 40.3 per cent were males. In 
the fourth decade disease was most com- 
monly observed. Four cases that were clini- 
cally malignant were found early enough to 
institute probably curative treatment. 

4. Ninety cases of hemorrhoids were in- 
cluded in the series reported. Of this num- 
ber 53.3 per cent were asymptomatic. The 
ratio between the sexes was 3 females to 2 
males, and 30 per cent of cases occurred 
during the fourth decade. 


8415 Beverly Road. 


1. Montague, J. F.: Hemorrhoids, ed. 2, Philadelphia, J. B, 
Lippincott Co., v. 3. 





Moderation — The keynote of all advice to the 
healthy aging or aged patient is: moderation in al] 
things—in work, play, exertion, food and drink. 
Much mischief may be done by sudden and radical 
curtailment of such habits as the use of tobacco, 
alcohol or coffee.—Edward J. Stieglitz: The Poten- 
tialties of Preventive Geriatrics, New England J. 
Med. 225:253 (August 14) 1941. 
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A HUMBLE APOLOGY TO THE 
FARMERS 


An editorial in last month’s issue, “‘Pater- 
nalism With a Vengeance”, made the state- 
ment that “a jury of Kentucky farmers de- 
cided that the leading tobacco companies of 
the country were guilty of a criminal com- 
bination in restraint of trade.” This state- 
ment, we have since learned, is not true. 
There was not a single farmer on the jury. 

The author of the editorial was born and 
partly reared in the country; his ancestors 
for many generations were farmers; many 
of his relatives and best friends are farmers; 
and he has the highest regard for farmers. 
He regrets exceedingly that he was misled 
into making such a completely false state- 
ment, and humbly begs the pardon of every 
farmer—not only in Kentucky, but in the 
whole world—for suggesting that a jury of 
farmers would be guilty of such a travesty 
on justice. 
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HOSPITAL SAVING ASSOCIATION 
ADDS SURGICAL AND OBSTET- 
RICAL SERVICE 

A letter sent to the doctors of the state, 
dated that “By 
reason of a growing demand from indus- 
trial groups and others and the increasing 
the 
companies, the Hospital Saving Association 
has ventured to add to its hospitalization 
program surgical and obstetrical services. 


November 4, announced 


pressure from commercial insurance 


The proposal was approved by the Medical 
Society at its Pinehurst meeting and the fee 
schedule was approved by a representative 
committee of physicians and surgeons with 
the reservation that in the contract with its 
members the Association state that the pay- 
ment is towards (in part payment of) the 
professional fee and is made directly to the 
attending physician or surgeon. This pay- 
ment will be made on or before the 10th of 
the month following the receipt of the bill. 

“In working out this program the officers 
of the Association have adhered strictly to 
the policy of (1) free choice and (2) non- 
interference with the “patient-doctor” rela- 
tionship. The Association not a third 
party, but is undertaking to make it possible 
for the low wage groups to obtain surgical 
and obstetrical service through community 
or group co-operation and to pay for it on a 
fair basis.” 

Those present at the meeting of the House 
of Delegates last May will recall that Dr. 
Manning was given the “go ahead” signal 
to set up this innovation only after a pro- 
longed debate. Even those who voted for it 
did so with a full realization of its implica- 
tions, and with the feeling that unless it was 
handled carefully it might be a long step 
toward socialized medicine. 

The arguments for the adoption of this 
new service are given in the paragraphs 
quoted above. Of far greater weight than 
these arguments, however, is the confidence 
that the members of the Medical Society of 
the State of North Carolina have in the in- 
tegrity, the ability, and the common sense 
of Dr. Manning. Even though the Delegates 
were conscious of the possible pitfalls, they 
felt that he would avoid them, and that he 
would never betray the trust of his fellows. 


1S 
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DR. ROBERT RANDOLPH JONES, JR. 


Suddenly, at the hand of a patient whom 
he had tried to serve, Dr. Robert Randolph 
Jones, Jr. met his death on the evening of 
November 18, 1941. Thus, at the age of 39, 
abruptly ended the career of one of the 
country’s finest young surgeons. 

Dr. Jones had been a member of the Sur- 
gical Department of the Duke Hospital since 
its opening in 1930, and since 1934 had been 
Assistant Professor of Surgery in the Duke 
University School of Medicine. Although he 
was active in all branches of general surgery, 
his special interest lay in plastic surgery, 
in which field he was fast gaining a national 
reputation. 

His sympathetic heart, his jovial dispo- 
sition and his untiring effort to help anyone 
who cared to lay his problems before him 
endeared him to all who knew him. His stu- 
dents looked upon him with an affection that 
was engendered by the deepest confidence 
and respect. His patients worshipped him 
for the gentle, painstaking, and thorough 
care with which he ministered to them. His 
colleagues loved him for his genial good will, 
his steadfast honesty and loyalty, his whole- 
some philosophy and Christian spirit, his 
unselfish devotion to his profession, and the 
judgment and skill with which he practiced 
his art. To all who knew him, his sudden 
and tragic death came as a stunning blow. 

Dr. Jones was born in Newport News, 
Virginia, on October 17, 1902, the son of 
Robert Randolph and Sally Orgain Black- 
well Jones. He received his early education 
in the public schools of Petersburg, Virginia 
and El] Paso, Texas. He entered Davidson 
College in 1920, and graduated in 1924. 
While in college he became a member of Pi 
Kappa Alpha social fraternity. In his senior 
vear, he was president of his class and was 
elected to membership in Phi Beta Kappa 
honorary scholastic fraternity. 

In 1924 Dr. Jones entered the Johns Hop- 
kins University School of Medicine. During 
his senior year, he was elected to Alpha 
Omega Alpha honorary medical scholastic 
fraternity. As a medical student he was in- 
itiated into the Alpha Kappa Kappa medical 
fraternity. He graduated from Johns Hop- 


kins in 1928, and served as a house officer 
in the Strong Memorial Hospital, Rochester, 
New York, during 1928 and 1929, and in the 
Johns Hopkins Hospital during 1929 and 
1930. From 1930 to 1932 he was Assistant 
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Resident in Surgery at the Duke Hospital, 
and from 1932 to 1933 he was Resident in 
Surgery. From 1933 to 1934 he was In- 
structor in Surgery, and since 1934 he had 
been Assistant Professor of Surgery in the 
Duke University School of Medicine. 

He was a member of the Durham-Orange 
County Medical Society, the American Medi- 
cal Association, and the American College of 
Surgeons, and had been certified by the 
American Board of Surgery. Since 1939 he 
had been educational director for North Car- 
olina of the Women’s Field Army of the 
American Society for the Control of Cancer. 





ANOTHER RECORD BROKEN 


The month of October, 1941, established 
another record for North Carolina—one that 
is to our lasting shame. In street and high- 
way accidents 161 men, women and children 
were killed. The previous “high’’, established 
last October, was 139. Many more were in- 
jured by the automobile, some crippled for 
life. 

A few years ago an epidemic of  polio- 
myelitis created a wave of almost hysterical 
excitement. Experts from the United States 
Public Health Service came to lend their aid 
in fighting it. Yet there were only 72 deaths 
in North Carolina for the whole year—less 
than were killed in one month by the auto- 
mobile. 

Is it not high time that something was 
done to curb this steadily increasing menace 
to the lives of our people? Other states and 
communities have attacked the problem seri- 
ously, and have gotten results, reflected in 
lowered mortality. Must we be satisfied with 
our present unenviable position in traffic 
control? 

Various solutions of. the problem have 
been offered: wider highways, more high- 
way patrolmen, more drastic punishment for 
traffic violations, and Dr. Northington’s sug- 
gestion of permanent governors on all cars 
that would hold the speed down to fifty miles 
per hour or less. Perhaps several of these 
methods are necessary; certainly something 
is needed. The terrific tax toll levied by the 
state from those who own automobiles is 
sufficient to warrant the employment of 
enough expert advice to study the question 
seriously, and the adoption of such measures 
as are deemed necessary to protect the lives 
of our people. 
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THE MENACE OF MINERAL OIL 

For many years mineral oil has been used 
extensively as an “intestinal lubricant’. 
Since it costs only four cents a gallon''’ to 
produce, those interested in its manufacture 
and distribution have realized a good profit, 
even at the reduced rates at which it is 
offered in “one cent sales” and bargain day 
specials. It is unfortunate that the medical 
profession had much to do with popularizing 
its use by the laity. It must be admitted 
that the first arguments used in its favor 
were quite convincing; but, like so many 
other remedies, it has been weighed in the 
balance and found wanting. Its laxative 
qualities are so feeble that it was soon re- 
inforced by phenolphthalein, cascara and 
other irritants, or mixed with such bulk-pro- 
ducing substances as agar to produce ‘emul- 
sions”’. 

One of the first indications that this lub- 
ricating process is not ideal—aside from the 
annoying habit it has of leaking through the 
anal sphincter between one’s regular “habit 
times”—was the discovery that it robs the 
system of vitamin A by absorption from the 
intestinal tract’). Other complaints have 
been registered against the use of liquid 
petrolatum from time to time, but it re- 
mained for Dr. James W. Morgan, of San 
Francisco, to administer the coup de grace, 
in the Panel Discussion on Drug Therapy in 
the Alimentary Tract at the Cleveland meet- 
ing of the American Medical Association’. 
This article sums up admirably the indict- 
ment of this form of medication, and should 
be read by every practitioner of medicine. 
Dr. Morgan charges that in addition to 
creating a vitamin deficiency, liquid petro- 
latum interferes with digestion and so pre- 
disposes to malnutrition; that it may cause 
pruritus ani; and that it causes a definite 
syndrome, which he calls mineral oil poison- 
ing. “The most frequent symptoms are 
anorexia, indigestion, flatulence, nervous- 
ness, and anal leakage. Many have suffered 
weight loss of from 10 to 60 pounds... . It 
would not be too unfair to say that in some 
respects liquid petrolatum has earned its 
niche in the section of toxicology rather than 
in pharmacology.” 


1. Morgan, James W.: The Harmful Effects of Mineral 

Oil (Liquid Petrolatum) Purgatives, J. A. M. A. 117: 

13388 (October 18) 1941. 

Eddy and Dalldorf: The Avitaminoses, ed. 2, 

Williams and Wilkins, 1941, p. 95. 

8. Morgan, James W.: The Harmful Effects of Mineral Oil 
(Liquid Petrolatum) Purgatives, J, A. M. A. 117:1885 
(October }8) 1941, 
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DR. HUBERT ROYSTER—SEVENTY 
YEARS YOUNG 

There are times when a trite expression is 
so appropriate that nothing new will serve 
as well. On November 19 Dr. Hubert Roys- 
ter celebrated his seventieth birthday by a 
dinner given for the Raleigh Academy of 
Medicine. Papers were presented by his two 
sons, Henry and Hubert, Jr., both of Phila- 
delphia, and by his nephew, Dr. Chauncey 
L. Royster, of Raleigh. The Academy pre- 
sented Dr. Royster with a handsome chair 
and a new neon-light desk lamp. 

It is hard to realize that one whose mind 
has been kept youthful by constant exercise 
and whose eyes are always to the front was 
a pioneer surgeon in North Carolina. Trite 
though it be, the one toast that must be 
given is: Here’s to Dr. Hubert Royster 
seventy years young. 





she 
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THE HAWAII MEDICAL JOURNAL 

The new baby of the family of state (and 
territorial) medical journals made its ap- 
pearance in September. It is a fine looking 
specimen, and promises well for the future. 
Published by the Hawaii Territorial Medical 
Society and edited by Dr. Lyle G. Phillips, 
Editorial Director, and Dr. Harry L. Arnold, 
Jr., Editor, the Hawaii Medical Journal is to 
be issued bi-monthly. The leading editorial 
in its first number states that “the dissemi- 
nation of knowledge is one task to which the 
Journal is dedicated, — not especially gen- 
eralized knowledge of the sort which can be 
gained from perusal of the old established 
national medical journals, but more particu- 


larly knowledge pertaining to medicine in 
Hawaii, that all in our profession here and 
others who may care to read may know what 
are our problems and what is being done to 
solve them.” If volume 1, number 1 is an 
indication, the Hawaii Medical Journal will 
fulfill this task to which it is dedicated in a 
manner worthy of praise. 

The NORTH CAROLINA MEDICAL JOURNAL, 
now graduated to the rank of “next to the 
youngest”, welcomes gladly its baby brother, 
the Hawaii Medical Journal, 
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CLINICO-PATHOLOGICAL 
CONFERENCE 
City MEMORIAL HOSPITAL 


WINSTON-SALEM 
Presentation of Case 

Dr. MILES (reading the clinical sum- 
mary): Mr. A. M. C., a 38 year old white 
male, was admitted to the City Memorial 
Hospital September 2, 1941, with the chief 
complaint of pain of severe colicky nature 
in the right flank radiating to the chest and 
both costal margins. This pain had started 
several days prior to admission and had im- 
proved greatly before the patient was seen 
at the hospital. The physician called to see 
him had found that he had hypertension and 
albuminuria. 

The history revealed no previous illness. 
There was no history of asthma. No family 
history was elicited. 

The physical examination on admission re- 
vealed a well developed, well nourished man 
appearing moderately ill. The temperature 
was 99.2 F., the pulse 84 and the respirations 


20. The blood pressure was 154 systolic, 90 
diastolic. The heart and lungs were “‘nega- 


tive” and the only positive finding was slight 
tenderness in the left costovertebral angle. 
No masses or organs were palpable in the 
abdomen. There was no muscular spasm. 
There was slight pretibial edema. 

The urine was acid, with a 3 plus reaction 
for albumin, and no sugar. The microscopic 
examination showed many hyaline and fine 
granular casts, rare white blood cells. rare 
red blood cells, occasional epithelial cells, a 
moderate amount of debris and _ sulfanila- 
mide crystals. There were 5,300,000 red 
blood cells, 14.5 Gm. of hemoglobin, and 10,- 
400 white blood cells. The differential count 
showed 2 per cent eosinophils, 4 per cent 
stabs, 64 per cent segmented polymorpho- 
nuclears, 29 per cent lymphocytes, and 1 per 
cent monocytes. 

An x-ray film of the chest showed a cloud- 
iness in the left costophrenic angle due to 
a thickened pleura, and extending up the 
lateral wall. There was probably some 
pleuritis in the right cardiophrenic angle. 
In the base of each lung there was evidence 
of a chronic inflammatory process of un- 
known etiology. A flat film of the abdomen 
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showed a mass 23x13 cm. in the region of 
the left kidney. 

On September 4, with the temperature, 
pulse and respirations normal, a cystoscopy 
was done. The bladder and ureteral orifices 
were inflamed. Catheters were passed with- 
out obstruction and clear urine drained from 
each kidney. Indigo carmine appeared in 
five minutes from the right and in six 
minutes from the left. X-ray films showed 
no abnormalities of the kidneys, ureters or 
bladder. 

The urine from the right kidney showed 
one or two white cells, and two to four red 
cells; from the left kidney, three or four 
white cells and one or two red cells. 

On September 8 the patient developed 
pain in the left chest on respiration. This 
“as of moderate intensity, and was some- 
what relieved by strapping. The tempera- 
ture was 102.8 F., the pulse 100 and the res- 
pirations 22. The following day dullness on 
percussion, bronchial breath sounds and 
coarse rales were found over the base of the 
left lung posteriorly, with pectoriloquy above 
this area. X-ray showed a dense uniform 
clouding of the left base believed to be lobar 
pneumonia of the entire lower lobe. The 
white blood count was 17,000 with 85 per 
cent granulocytes. A sputum smear showed 
a moderate number of Gram positive cocci 
in pairs and chains. 

The patient was put on sulfadiazine, and 
a blood level of 11.6 mg. was maintained for 
five days. In four days the temperature 
gradually fell from 102 F. to 100.2 F. The 
patient showed very little toxicity consider- 
ing the extent of lung involvement. He 
coughed up a moderate amount of red bloody 
sputum, and complained of recurrent sore- 
ness in the chest. 

On September 13 an x-ray film showed 
uniform density of the entire left lung. On 
September 15 the temperature rose to 102 F. 
but gradually fell after sulfadiazine was re- 
placed by sulfanilamide because of nausea. 
The patient continued to have some soreness 
in the chest but no respiratory distress. 

On September 17 the temperature was 
100.6 F., the pulse 24, and the respirations 
24. There was little change in the patient’s 
condition, until he suddenly had a severe at- 
tack of painless dyspnea, with wheezing ex- 
piration. His face was “ashy gray” and his 
extremities were cold; there was generalized 
sweating and rapid pulse, and the lungs were 
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full of coarse, moist rales. He was given 
morphia, adrenalin and coramine but grew 
steadily worse and died in fifty minutes. 


Differential Diagnosis 


Dr. R. L. MCMILLAN: This man was ap- 
parently in perfect health up until about two 
weeks before he was admitted to the hos- 
pital. I saw this man in consultation. He 
told me that two weeks prior to his admis- 
sion to the hospital he had had odd upper 
abdominal pains that came sporadically, 
were rather sharp, and seemed to radiate 
around the costal margins. He went to see 
his doctor and was found to have a 4 plus 
reaction for albumin, a large number of 
hyaline and granular casts and red blood 
corpuscles in his urine, and a moderate 
grade of hypertension. All of these findings 
are characteristic of Bright’s disease. The 
only inconsistency is the bouts of pain that 
he was having and the kidney colic which 
he had just a few days before he came into 
the hospital. I presume that that was the 
reason for the cystoscopic examination. I 
fee] that these bouts of pain had something 
very definite to do with the terminal illness 
and possibly with the primary illness. Ac- 
cording to the retrograde pyelograms, which 
are, I believe, about 90 per cent accurate, the 
kidney pelves and kidneys were not infected. 
I think that a congenital anomaly of the 
kidney, a renal tumor, and such conditions 
can be ruled out by the retrograde pyelo- 
gram, although this would not eliminate 
Bright’s disease. 

About four days after the cystoscopic ex- 
amination, this man had pain in the left 
lower chest anteriorly. He told me that the 
pain was not unlike the pain he had previ- 
ously experienced, except in intensity. It 
was in the left lower chest antero-laterally, 
just at the anterior axillary line, and soon 
spread over the entire left lower chest. He 
was strapped at the time I saw him, and 
was coughing up bright red blood mixed 
with some mucus. It was not the rusty 
sputum characteristic of pneumonia, al- 
though bacteria were found in it. I could 
not definitely differentiate between a lobar 
pneumonia and an infarction of the lungs; 
however, I leaned much more strongly 
toward an infarction. I felt that sulfadi- 
azine should be continued for the next 
twenty-four hours, and if there was no defi- 
nite improvement should be changed to sul- 
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fanilamide. Whether the streptococci came 
from the throat or from the sputum was 
hard to decide, but we had every reason to 
believe that it came from the lungs or the 


bronchial tree. At that time the patient had 
a great deal of dyspnea and cyanosis, but he 
was not acutely ill. He did not have the 
intoxication of pneumonia, and he did have 
a sign that I have seen in patients with in- 
farction of the lungs—namely, exquisite 
tenderness on percussion. The slightest 
touch would make him jump. Furthermore, 
he ran a very low-grade fever to have an 
entire lung consolidated with streptococcus 
pneumonia. [ felt that if he had had a 
streptococcus pneumonia he would have died 
sooner. Associated with this type of pneu- 
monia is the production of a sputum that 
sometimes becomes quite watery. I don’t 
think he had a pneumonia of the type that 
was seen in 1918. Until the time of his death 
he continued to have bouts of upper abdomi- 
nal pain and was extremely distended. There 
was probably a small amount of fluid at the 
time I examined him. I should like to see 
the x-rays now. 

Dr. J. C. Ropick: We saw this patient 
first on September 38. The right kidney 
shadow was partially obscured by intestinal 
contents. The lower pole was normal and 
the psoas muscle well defined. On the left 
there was a shadow which measured 23x13 
cm., with the outline of a kidney. The psoas 
muscle shadow was wiped out, and I took it 
for granted that the shadow noted was the 
kidney. On the following day a pyelogram 
was made. The large shadow in the left had 
disappeared and both pelves and calyces 
were perfectly normal, and the ureters were 
normal. The large shadow was_ probably 
bowel. 

On September 3 we made a chest film. At 
that time there were changes of a fibrotic 
nature in the right base, probably from some 
long forgotten infection. There was a strip 
of soft tissue density in the left costophrenic 
angle—evidence of a recent pleuritis. There 
was also a spot of lesser density which repre- 
sented an area of infiltration in the base of 
the left lung. On September 9 the entire 
lower left lobe showed increased density, the 
upper lobe being normal except for a thick- 
ening of the pleura. There was no definite 
pleural change on the right, but the lung 
showed small areas of infiltration. On Sep- 
tember 13 the entire left lung was opaque 
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and the small areas on the right had in- 
creased. The heart shadow was increased 
in size; we were inclined to believe that this 
increase was due to dilatation rather than 
to pericardial effusion. 

Dr. E. L. GILBERT: Isn’t an effusion apt 
to cause enlargement to the right? 

Dr. J. C. Ropick: The enlargement may 
occur on either side and is triangular in 
shape. 

Dr. E. S. AVERY: There is a little bulge 
in the left ventricle, is there not? 

Dr. J. C. Ropick: That is a little larger 
in the second film than in the first, and 
slightly larger in the third than in the sec- 
ond. There is no effusion, apparently only 
dilatation. The cardiac angle is too sharp 
for pericardial effusion. 

Dr. R. L. MCMILLAN: 
comment on the x-ray differentiation of 
pneumonia and infarction. It is almost im- 
possible to differentiate them, even with 
lateral, oblique and _ postero-anterior ex- 
posures. I have the feeling that this man, 
even two weeks previous to admission to the 
hospital, was having small pulmonary em- 
boli, and that after he came into the hospital 
he had a large one. Supposing that he had 
these emboli, let us try to trace the source 
of them. It is not possible to have an em- 
bolus to the lung from the portal circulation. 
Such emboli would stop in the liver. The 
only other source is the caval circulation. 
There was slight puffy edema of the legs 
and some generalized edema, but no phle- 
bitis. There was no unilateral swelling of 
the legs. A source which is not obvious in 
the examination of a patient is one of the 
deep veins that run down to the buttocks 
and iliac veins. Another possibility is some 
venous anomaly of the renal veins. This 
might possibly tie up with the lesion of the 
kidney and explain the urinary findings and 
hypertension. It would be of very great 
help to know if albumin were coming from 
both kidneys or from just one. If albumin 
were coming from only one kidney, that 
would be suggestive of some thrombotic 
lesion of the renal veins. I have seen two 


Dr. Rodick did not 


patients with numerous thrombi collected in 
the right auricle and some in the right 
ventricle who met sudden death, as this man 
did. We have no positive proof of the source 
of these emboli. I believe that he had a pul- 
monary embolus, probably several emboli in- 
volving both lungs, mainly the left lung and 
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the left branch of the pulmonary artery, and 
that he had either multiple small thrombi in 
the right side of the heart or a large embolus 
blocking the pulmonary circulation to the 
right lung. 

Dr. E. S. AVERY: Was his heart all right 
when you examined him? 

Dr. R. L. MCMILLAN: It was very moder- 
ately enlarged at that time. This enlarge- 
ment could have resulted from the original 
obstruction to the left main pulmonary 
artery, a type of cor pulmonale. The right 
auricle and right ventricle would be dilated. 

Dr. J. C. P. FEARRINGTON: How about an 
ileus to explain the x-ray density? It is a 
physiological tumor. 

Dr. J. C. Ropick: An ileus or any type 
of obstruction would give air in the bowel. 

Dr. W. L. GRIMES: An accumulation of 
intestinal contents in the colon in that region 
would give that kidney-shaped shadow if the 
patient had had enemas between the first 
two plates. 

Dr. J. C. Ropick: I believe the shadow 
was intestine—small bowel. It disappeared 
too quickly to be anything else. 

Dr. R. L. McMILLAN: If this man had 
Bright’s disease, he did not have it very long. 
The urinary findings were characteristic of 
some venous disease in the kidney. I am 
guessing that it is in the left kidney. 

Dr. E. V. BENBOW: This man came in 
with pain in the right flank. The next time 
he had pain it was in the left costovertebral 
angle. An embolus somewhere in the in- 
testine in the right lower abdomen could 
have caused that pain in the right flank. 
Another embolus in the spleen could have 
given him the pain in the left costovertebral 
angle. At times he complained of distention 
and abdominal pain. These could be ac- 
counted for by emboli elsewhere in the in- 
testinal tract. Emboli originating in the 
portal circulation or vena cava would not 
account for the abdominal pain. They would 
have been caught in the liver and in the 
lungs. It seems to me that an endocarditis 
on the left side is the most logical explana- 
tion of the origin of his emboli. 

Dr. T. T. FRostT: How can you explain 
the pneumonia? 

Dr. E. V. BENBOW: Infarcts around 
where the emboli lodged could simulate 
pneumonia. 

Dr. R. L. MCMILLAN: An endocarditis on 
the right side of the heart is very rare, 
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Dr. E. V. BENBOW: There is a possibility 
of a patent foramen ovale. 

Dr. S. S. MILES: The heart was normal. 

Dr. R. L. MCMILLAN: When I examined 
him his heart was rapid, with a slight gallop 
rhythm. 

Dr. E. L. GILBERT: 
gram done? 

Dr. R. L. MCMILLAN: No. We were more 
concerned about the condition in his lungs. 

Dr. F. K. GARVEY: This man was sent in 
with “kidney disease”, and his abdomen was 
distended. He complained of pain in the 
left lower chest. I was told that he had had 
a right kidney colic. He had no signs of 
renal colic or of renal disease when I first 
saw him. There was some generalized ab- 
dominal distention. He was given enemas 
and prostigmine to relieve the distention be- 
fore the first x-ray was made. 


Dr. MecMillan’s Diagnosis 
Multiple pulmonary emboli with infarc- 
tion—origin undetermined. 


Was an electrocardio- 


Clinical Diagnosis 
Lobar pneumonia. 
Acute glomerulonephritis. 


Anatomical Diagnosis 


Thrombosis of the left spermatic vein 
with extension along the left renal vein, in- 
volvement of the vena cava and propagation 
into the right renal vein. 

Multiple pulmonary emboli with infarc- 
tion arising from vena caval thrombosis. 


Dr. T. T. Frost: At autopsy we found 
multiple infarcts of the lungs corresponding 
to the shadows seen in the x-ray. In both 
main branches of the pulmonary artery large 
emboli were found which effectively occluded 
the pulmonary circulation. These emboli 
arose from a large thrombus in the vena 
cava at the site of the renal vein, ex- 
tending into both renal] veins and into their 
tributaries throughout both kidneys. At the 
time of autopsy both kidneys and the in- 
ferior vena cava were removed and pre- 
served to be photographed and drawn. It 
was not until this afternoon when going over 
the specimens that I discovered that the 
thrombus extended into the spermatic vein 
on the left, and sections from this area re- 
veal that the thrombus is oldest at this point 
and is beginning to undergo organization. 
The remainder of the spermatic vein and its 
tributaries were not examined because of 





MEDICOLEGAL ABSTRACT—OWEN 


675 


the lateness of this discovery. It is quite 
possible that this man had an injury to his 
testicle or a varicocele which resulted in an 
ascending thrombosis of his spermatic vein, 
with propagation of this thrombus into the 
renal arteries and vena cava. His kidneys 
showed a very marked passive congestion 
and cloudy swelling, but there is no evidence 
of either glomerulonephritis or arteriolar 
nephrosclerosis. The urinary findings must 
be considered the result of the extremely 
severe congestion of the kidneys. 





MEDICOLEGAL ABSTRACT 


J. F. Owen, M.D., LL.B. 
Raleigh 


Insurance: In construing double indemnity 
clauses in life insurance policies, the terms 
“accidental death” and “death by external ac- 
cidental means” are not synonymous. 

This suit was instituted by the wife, who was also 
the administratrix of the deceased, to recover under 
the double indemnity provision of a life insurance 
policy. Her husband, while in a hospital for treat- 
ment of a chronic inflammatory condition of the 
gallbladder, agreed to submit to an operation. A 
spinal anesthetic was administered. Shortly after 
its administration and before the operation was be- 
gun the patient complained of shortness of breath, 
and his respiration became graduated and shallow. 
Notwithstanding the efforts of the doctors his res- 
piration became gradually paralyzed or anesthetized, 
and the patient died. The spinal anesthetic was 
of a kind approved by the medical profession, and 
it was administered under suitable circumstances in 
the usual way. It was also the ordinary dose as 
to volume and amount, and the point at which the 
injection was made in the subarachnoid space was 
the point ordinarily used for such injections. The 
force used was not unusual and the instruments 
used were the proper ones. There is information 
in the records showing that the specific gravity of 
the type of anesthetic utilized was such that the 
farther the head was lowered the more readily the 
fluid would reach the respiratory center; and the 
evidence showed that after the patient’s respiratory 
system began to fail, his head, probably because of 
the excitement incident to the emergency, was 
lowered still farther. 

The provision in the policy upon which suit was 
instituted is as follows: “The company will pay 
the beneficiary double the face amount of this policy 
upon receipt of due proof that the death of the 
insured occurred, independently and exclusively of 
all other causes, from accidental drowning or as a 
direct result of bodily injuries effected through ex- 
ternal, violent and accidental means, where there 
is a visible contusion or wound on the exterior part 
of the body.” 

At the close of the evidence for the plaintiff, the 
Court, on motion of the defendant, dismissed the 
action and entered judgment as of nonsuit. The 
plaintiff excepted and appealed. 

When this case came before the Supreme Court, 
the Justice writing the opinion felt that whether 
the plaintiff could recover or not depended entirely 
upon the definition of the words “accidental death” 
and “death by external accidental means”. The 
Court, it seems, had already adopted the view that 
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there is a distinct difference in the meaning of the 
two terms and that the coverage in the policy is 
materially affected by the use of one or the other. 
According to the authorities “accidental” means 
that which happens by chance or fortuitously—un- 
expected, casual, unforeseen and without design—, 
whereas “accidental means” refers to that which 
produces results and not to the result itself. Death 
by “external accidental means” indicates that death 
is unforeseen and unexpected, also that the means 
motivating and causing death are unusual, unfore- 
seen and occur by chance. In this particular case, 
in addition to the usual and expected sedative effect 
of the anesthetic injected into the spine of the de- 
ceased, there appeared an unexpected result due to 
the collapse of the respiratory system. The “means”, 
however, was not accidental, but was voluntarily 
authorized and was intentional. The plaintiff con- 
tended that she had offered evidence showing that 
the head was accidentally and unintentionally 
lowered during the emergency when the respiratory 
system began to fail, and she asserted that this 
further increased the risk and caused death. This 
line of reasoning, the Court stated, could not be 
sustained, inasmuch as there was no contusion or 
wound on the external part of the body caused by 
lowering the head. The plaintiff also attempted to 
bring the case within the provisions of the policy 
by contending that the place of injection of the 
anesthetic showed evidence of external violence. 
The Court indicated, however, that there was no 
causal connection between the wound resulting from 
the injection and such death by accidental means. 
The injection was voluntarily made with the full 
consent of the deceased and death was caused by 
circumstances which arose after the injection was 
made. The judgment of the Superior Court in this 
case was affirmed. (North Carolina Supreme Court, 
v. 220, p. 148. Decision rendered fall term 1941). 





CORRESPONDENCE 


Roanoke Rapids, N. C. 
Nov. 28, 1941 
To the Editor: 
I want to express my disapproval of your 
editorial entitled “Paternalism with a Veng- 
eance” in the November number of the JOUR- 


NAL. 

It is all right for you, living in Winston- 
Salem, to defend the big tobacco companies, 
but I resent the Democratic Party being 
called by you the “National Socialist Party 
of the United States”, and I also resent the 
terming of the United States Department of 
Justice as the so-called “Department of 
Justice”. I am sure you are not expressing 
the majority opinion of the doctors of North 
Carolina in this editorial. 

I request this letter be published in the 
next copy of the JOURNAL. 

Yours very truly, 
JOHN W. MARTIN, M.D. 
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The NORTH CAROLINA MEDICAL JOURNAL 
belongs to the Medical Society of the State 
of North Carolina, and expressions of 
opinions from its readers are always wel- 
come, whether pro or con. While the journal 
is absolutely non-partisan and non-political, 
its editorial board feels that it has the right 
to discuss any matters that concern organ- 
ized medicine. There was such a striking 
similarity between the trial of the tobacco 
companies and that of the American Medical 
Association—the officials of each being tried 
on the criminal charge of conspiring in re- 
straint of trade —that it seemed quite in 
order to call attention to the analogy. 

Whether or not the present party in power 
deserves to be called the ‘‘National Socialist 
Party” is a matter of opinion; but a com- 
parison of the platform of the Socialist party 
in 1932 with the achievements of the pres- 
ent administration will show that virtually 
every tenet of the Socialists has been incor- 
porated in the New Deal. A veteran Social- 
ist remarked before the close of the first 
Roosevelt term that he had lived to see 
every principle of his party put into practice. 

A careful study of the methods emploved 
by the Department of Justice in both the 
trials under discussion, as well as in other 
instances, certainly leaves room for question 
as to whether Mr. Thurman Arnold has 
sought to prosecute or to persecute the vic- 
tims of his displeasure. 


BULLETIN BOARD 








PRESIDENT’S MESSAGE 
The enactment of the Workman’s Compen- 
sation Law marked a distinct advance in 
social legislation. In principle it is sound 
and its objects commendable. 
Unfortunately the administration of the 


.law leaves much to be desired and has caused 


suspicion and strife to the detriment of those 
whom it was intended to benefit. 

The enactment of the bill reduced greatly 
the financial returns to the physicians. 


Naturally physicians or anyone else dislike 
to have their income reduced. 

However, the profession as a whole recog- 
nized the wisdom of such legislation and 
adapted itself to cooperate and work in har- 
mony. Stripped of its legal phraseology this 














December, 1941 


law meant that when a workman was in- 
jured, the attending physician could be sure 
that he would receive a definite fee as shown 
in a schedule, even though the fee was con. 
siderably less than he had been receiving 
previously for similar services. 

There is in reality a definite contract be- 
tween the State of North Carolina and the 
physicians. It is just as binding as a con- 
tract between the State of North Carolina 
and merchants for coal at certain prices. 
When that coal has been delivered, the mer- 
chants have every right to expect payment 
according to the contract. When medical 
services have been rendered, the doctors 
have every right to expect payment accord- 
ing to the contract. 

The Industrial Commission has assumed 
the right to violate the spirit of the contract 
and to pay whatever amount it sees fit. 

It is possible, even probable, that the Com- 
mission was given the power to reduce a bill 
in order to handle an occasional, exceptional 
case. Certainly when the law was enacted, 
and accepted in good faith by both sides, no 
one dreamed that that power would be 
abused by the arbitrary and wholesale cut- 
ting of legitimate bills. 

It has been stated by the Commissioners 
that some doctors over-charged, or ‘“‘padded”’ 
their bills, and therefore the Commission re- 
duced them. 

If that be true, then those particular doc- 
tors should have been exposed and the medi- 
cal profession would have backed up the 
Commissioners. 

Is it fair that the clergy as a whole should 
be condemned and penalized because of an 
occasional wayward member? 

Is it right that one hundred innocent host- 
ages should be sacrificed as a retaliation for 
the death of one German officer? Is it right 
that there should be wholesale and indis- 
criminate penalizing of the whole profession 
as a reprisal for the sins of a few? 

There appeared in print the statement to 
the effect that last year more was accom- 
plished by the Commission at a lower cost 
than previously, implying an efficient and 
economical administration. To some extent 
and possibly to a large extent, this accom- 
plishment of which the Commission is proud 
has been achieved by treating a bona fide 
contract as a “scrap of paper”’. 
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Examples of gross injustice to the phy- 
sicians and to the hospitals could be cited ad 
infinitum, ad nauseam. 

I will give but one example which occurred 
in my practice. A bill was rendered and in 
due time a check was received for a greatly 
reduced amount without any explanation. 
In reply to my letter of inquiry as to the 
reason for the reduction, I was informed 
that no objection had been raised to the 
necessity for the services rendered, the num- 
ber of visits, or the amount of the bill, but 
that funds were low and therefore some of 
the bills had to be prorated. 

I then wrote calling attention to the fact 
that there was a distinct contract between 
the State and me for the payment of the bill, 
since I had fulfilled my part of the contract. 
and that there was also a contract between 
the State and the Commissioners for pay- 
ment for their services, a contract no more 
sacred or binding than the one with a phy- 
sician. Therefore in view of the limited 
funds was the compensation for their ser- 
vices prorated? 

I received neither a reply to my letter nor 
the unpaid amount of the bill. 

What is sauce for the goose is not sauce 
for the gander. 

At the last meeting of our State Society 
a committee headed by Dr. Joseph A. Elliott 
of Charlotte was appointed to confer with 
the Governor. This committee received a 
fair and apparently sympathetic hearing 
from Governor Broughton, who instructed 
the Commission as follows: 


(1) Approve all bills submitted by the 
doctors where the rate schedule was 
adhered to. 


(2) Give the doctor the doubt in question- 
able cases. 
(3) Study the prevailing fees in various 


communities and be guided thereby in 
office visit allowances. 


The committee desires that all of the doc- 
tors keep accurate records of bills rendered 
and fees received for the next six months, 
so that there might be concrete evidence as 
to what headway is being made toward the 
solution of this difficult problem. 

The medical profession of the state is 
greatly indebted to this committee for its 
excellent work. 

F. WEBB GRIFFITH, M.D. 
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NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Dr. W. G. Harrison of Birmingham, Alabama, 
spent the week of November 23-30 in Winston-Sal- 
em, and gave a series of lectures on the History of 
Medicine at the Bowman Gray School of Medicine. 
His topics were “Animal Medicine”, ‘Folklore in 
Medicine”, “The Dawn of Medicine in the East”, 
“Early Greek Medicine”, and “Classical Greek Medi- 
cine”. The lectures were open to the public. 

* * * 

The Bowman Gray School of Medicine was fea- 
tured at a Wake Forest College Alumni Banquet 
held in Charlotte on November 29. Addresses were 
made by Dr. W. S. Rankin of Charlotte, Mr. O. M. 
Mull of Shelby, Dr. Tinsley R. Harrison, Professor 
of Medicine at the Bowman Gray School of Medi- 
cine, Dr. Howard H. Bradshaw, Professor of Sur- 
gery, and Dr. C. C. Carpenter, Dean. 

*-* « 

Dr. George Harrell, Assistant Professor of Medi- 
cine, and Dr. John R. Williams, Assistant Professor 
of Medicine, spoke before a joint meeting of the 
Staff of the Veterans Administration Facility and 
the Washington, Carter, and Unicoi County Medical 
Society at Mountain Home, Tennessee, on Novem- 
ber 13. Dr. Harrell spoke on “The Diagnosis of 
Obscure Fevers”, and Dr. Williams on “The Diag- 
nosis of Organic Heart Disease’’. 

i i ok 

Dr. Wingate M. Johnson, Professor of Clinical 
Medicine, gave a talk at the Annual Conference of 
Secretaries of Constituent State Medical Associa- 
tions, held in Chicago November 14 and 15. His 
subject was “How Can a State Medical Journal Best 
Support Organized Medicine?”, 

* oe # 

Dr. Robert L. McMillan, Associate Professor of 
Clinical Medicine, spent ten days during November 
at the United States Public Health Laboratories at 
Bethesda, Maryland, studying typhus fever and 2 
new technique of performing the complement fixa- 
tion test for the American type of “Q” fever. Dr. 
McMillan was invited to make these studies at 
Bethesda after he discovered a case of “Q” fever 
in Winston-Salem, and proposed a new type of cure 
for it. eee: 

Dr. J. P. Rousseau, Professor of Radiology, gave 
an address before the annual meeting of the Radi- 
ological Society of North America, held in San 
Francisco December 1-5. The subject of his paper 
was “The Value of Roentgen Therapy in the Treat- 
ment of Pneumonia Which Fails to Respond to Sul- 
fonamide Therapy”. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


An article by Dr. Julian M. Ruffin, Associate 
Professor of Medicine, entitled “Diagnosis and 
Treatment of Mild Vitamin Deficiency”, appeared as 
the leading article in the Journal of the American 
Medical Association for November 1. 

Dr. Robert A. Ross, Associate Professor of Ob- 
stetrics and Gynecology, gave the main address at 
the Founders Day Exercises of the Medical College 
of the State of South Carolina on November 6. His 
subject was “Medical Organizations and Education 
in a Neighboring State”. 
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NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA 


Dr. William deB. MacNider attended a meeting 
of the American Philosophical Society in Philadel- 
phia on November 20, 21 and 22. 

a ee 

The North Carolina Society of Pathologists will 
hold its annual meeting at the Medical Building in 
Chapel Hill on the afternoon and evening of De- 
cember 16, 

* * * 


The John R. and Mary Markle Foundation has 
announced the renewal of a grant to Dr. Russell 
L. Holman, Associate Professor of Pathology in the 
School of Medicine, for aid in his investigations on 
“The Effect of Diet and Renal Insufficiency on the 
Production of Arterial Lesions”. 

oK * * 

Dr. Robert Barrett Lawson, of the faculty of the 
School of Public Health, presented a paper on “The 
Structure and Clinical Use of Vitamin K” at the 
meeting of the Elisha Mitchell Scientific Society. 

2K ok aK 

Dr. Harold W. Brown, Dean of the School of Public 
Health, was in St. Louis, Missouri, during the week 
of November 10 attending the meeting of the Na- 
tional Malaria Society, and presented a paper on 
Recent Researches on Human Malaria. Dr. Brown 
was elected Vice President of the National Malaria 
Society. 

2K * x 

Dr. Emanuel Waletsky, of the University of Wis- 
consin, has been appointed Instructor in Public 
Health at the University of North Carolina. 





NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


The North Carolina State Board of Health has 
been awarded a certificate of merit for outstanding 
health work among Negroes, it was announced here 
by Dr. Carl V. Reynolds, State Health Officer. 

The award was made by the United States. Public 
Health Service and the certificate was signed by 
Roscoe C. Brown, health education specialist, chair- 
man of the National Negro Health Week Commit- 
tee. 

In a letter received by Dr. Reynolds, it was 
stated that the award is “a formal acknowledgment 
of the contribution of your community to the 
achievement of the current year’s National Negro 
Health Week observance and in recognition of the 
year-round health consciousness and activity which 
are essential to effective participation in the various 
health services of your community.” 

North Carolina was the first state in the Union 
whose Board of Health added a full-time Negro 
physician to its staff for work among Negroes. 
This post is held by Dr. Walter J. Hughes, whose 
work among the members of his race has been out- 
standing and who, in a recent address at Durham, 
declared that North Carolina has done more to pro- 
mote the health of the Negro than any other state. 

The staff of health workers in North Carolina 
among Negroes includes one full time physician, a 
well trained health educator, six dentists, eleven 
part-time physicians and thirty nurses. 


Dr. Carl V. Reynolds, North Carolina State Health 
Officer, who also is Vice President of the State and 
Provincial Health Authorities of North America, is 
in receipt of a letter from Paul V. McNutt, Federal 
Security Administrator, notifying him that he has 
been appointed chairman of the subcommittee on 
public health under the Procurement and Assign- 
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ment Agency set up by President Roosevelt. Dr. 
Reynolds attended the first meeting of this newly- 
created agency, which was held in Washington on 
November 26. 

The Procurement and Assignment Agency, under 
which Dr. Reynolds has been appointed to serve in 
a national capacity, is made up of the following 
members, who were appointed by the President: 
Dr. Frank H. Lahey, of Boston, president of the 
American Medical Association; Dr. James E. Paul- 
lin, of Atlanta; Dr. Harvey B. Stone, of Baltimore; 
Dr. Harold S. Diehl, of Minneapolis, and Dr. C. 
Willard Camalier, of Washington, D. C. 

There are nine subcommittees, one to handle each 
of the following subjects: Medical education, hos- 
pitals, public health, women physicians, information, 
industrial health and medicine, dentists, veterinary 
medicine and negro health. 

The functions of the new Agency, as outlined to 
Dr. Reynolds by Administrator McNutt are: (1) 
to receive from various governmental and other 
agencies requests for medical, dental and veterin- 
ary personnel; (2) to secure and maintain lists of 
professional personnel available, showing detailed 
qualifications of such personnel; and (3) to utilize 
suitable means to stimulate voluntary enrollment, 
having due regard for the over-all public needs of 
the nation, including those of governmental agencies 
and civilian institutions. 

a a 


The citizen’s responsibility in the matter of law- 
enforcement was emphasized by Dr. Carl V. Reyn- 
olds, State Health Officer, in a statement issued 
from Raleigh. 

“The Governor’s warning to law-enforcement of- 
ficers in North Carolina was outstanding and force- 
ful,” he declared. “His appeal is a challenge to 
the sworn officers of the law throughout the State. 
Prompt action should be taken, in order to preserve 
the dignity of the State and make it unnecessary 
for the federal authorities to take control of a situa- 
tion which, in truth, is our own responsibility. 

“The greater the trust, the greater the responsi- 
bility,” Dr. Reynolds continued. “When we con- 
template that the United States Government has 
stationed more than 100,000 of its armed forces 
within the borders of our State—the flower of 
American young manhood, who need the protection 
against disease that we can give them—we should 
pause and consider this responsibility in all serious- 
ness. These young men, taken from good homes, 
have been sent to North Carolina to prepare them- 
selves for a task that will help to shape the future 
destiny of the world in which we live. We owe them 
much. Shall we, through neglect or indifference, 
fail them in this hour of their sacrifice? When 
taken from the ranks of civilian life, they were 
physically fit. Let’s see that they are kept so.” 

Dr. Reynolds said that he had just received from 
a federal agency an appeal which he wished to place 
before the citizenship of North Carolina. “I am 
asked,” he said, “to give our people this message: 

“‘Urge your law enforcement agencies to use the 
means provided by your State laws to track down 
the vicious illegal business of commercialized prosti- 
tution. This is especially important in communities 
near army camps and navy establishments and in 
industrial centers where men and women are con- 
centrated for defense work. The cleaning up of 
prostitution sore spots makes for immediate im- 
provement in health; fewer contacts, fewer infec- 
tions. Army and civilian authorities agree that un- 
less and until we face the necessity for such action 
in support of medical and social protective measures, 
we cannot hope to stamp out venereal diseases in 
America.’ ” 
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News Notes FROM THE NORTH CAROLINA 


TUBERCULOSIS ASSOCIATION 

A $10 check has been sent Rizpah Jones, a stu- 
dent at Elizabeth City State Teachers College, as 
her award for winning a special prize in the annual 
college Negro essay contest sponsored each Spring 
by the National Tuberculosis Association and the 
North Carolina Tuberculosis Association. 

This is the second time in as many years that 
North Carolina has been honored by a winner in 
this contest—last year Evelyn Love of Bennett Col- 
lege won first place in the national contest. 

e- 8's 


Buy Christmas Seals 





1942 PROGRAM ANNOUNCEMENT 


SECTION ON PRACTICE OF MEDICINE 


We are planning an innovation for next year 
which should appeal to all members of this section. 
Instead of the usual twenty-minute papers with 
formal discussion arranged in advance, preference 
will be given to short papers of three to five min- 
utes, with spontaneous discussion and questions 
from the audience. We want these papers to in- 
clude the very worth-while ideas of diagnosis, treat- 
ment and office procedures which doctors in private 
practice frequently originate but rarely convert into 
a formal report in conventional style. 

One of our practitioners has found a morphine- 
in-gelatine hypodermic to have great advantages in 
handling addiction problems. One of the medical 
students in our state has shown that 0.1 ce. of mixed 
typhoid vaccine intracutaneously gives the same im- 
mune response as the usual 1.0 cc. dose subcutane- 
ously, with virtually no reaction in the way of chills, 
fever, pain and malaise. These are examples of the 
practical topics we desire for the program. 

This is an opportunity for you to bring some 
worth-while idea to the attention of your colleagues, 
without the long labor of preparing a conventional 
paper, so that others may confirm and utilize your 
own contribution to medicine. Volunteers are re- 
quested to write the section chairman, Dr. O. Norris 
Smith, Greensboro, as soon as possible. 





FOURTH DISTRICT MEDICAL SOCIETY 


The Fourth District Medical Society held a dinner 
meeting in Goldsboro on November 11. Following 
the dinner, the meeting was called to order by Dr. 
W. G. Wilson, president. The minutes and treas- 
urer’s report were given by Dr. Watson Wharton, 
secretary-treasurer. Officers elected for 1942 were 
Dr. L. Jack Harrel, Goldsboro, president; Dr. F. M. 
Aycock, Princeton, vice president; Dr. Watson 
Wharton, Smithfield, secretary-treasurer. 

After the business meeting Dr. C. C. Dale gave a 
“Case Report of Primary Tuberculosis Pericarditis”. 

Guests present were Dr. F. Webb Griffith, Dr. 
Roscoe D. McMillan, Dr. Earl Brian, and Dr. George 
Coleman. The next meeting is to be held in Smith- 
field in February. 





SIXTH DISTRICT MEDICAL SOCIETY 


Dr. Sidney Smith of Raleigh has been appointed 
secretary of the Sixth District Medical Society. 





DURHAM-ORANGE COUNTY MEDICAL SOCIETY 

The Durham-Orange County Medical Society met 
in Durham on October 10. Dr. Isaac H. Manning, 
Jr., spoke on “Hyperparathyroidism”. 
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FORSYTH COUNTY MEDICAL SOCIETY 
The Forsyth County Medical Society held a din- 
ner meeting in Winston-Salem on November 11. Dr. 
Clarence Gardner of Duke University spoke on 
“Newer Trends in Surgery”. 





GUILFORD COUNTY MEDICAL SOCIETY 


The Guilford County Medical Society met at the 
Sheraton Hotel in High Point on November 6. Dr. 
L. M. Polvogt, Associate Professor of Otolaryn- 
gology at Johns Hopkins Medical School, spoke on 
deafness. A new audiometer recently purchased by 
the Greensboro Health Department was demon- 
strated. 





HALIFAX COUNTY MEDICAL SOCIETY 


The Halifax County Medical Society held its 
regular monthly meeting at the Roanoke Rapids 
Hospital on November 14, with Dr. M. C. Maddrey, 
president, presiding. Dr. William B. Porter of the 
Department of Medicine, Medical College of Vir- 
ginia, presented a paper on “The Metastatic Compli- 
cations of Staphylococcic Cutaneous Infections”. 


HARNETT COUNTY MEDICAL SOCIETY 


At a meeting of the Harnett County Medical So- 
ciety on November 3, Captain R. A. Gilreath, presi- 
dent of the Induction Board at Fort Bragg, dis- 
cussed the causes of rejection found in selectees. 
Major W. H. Hicks of the Dental Corps discussed 
the same subject from a dental point of view. 








MECKLENBURG COUNTY MEDICAL SOCIETY 


The first November meeting of the Mecklenburg 
County Medical Society was held on November 4. 
Dr. W. E. Daniel gave a “Urological Case Report”, 
and Dr. A. A. Barron discussed “Lymphocytic Men- 
ingitis”. On November 14 the Mecklenburg County 
Medical Society held a joint meeting with the North 
Carolina Radiological Society. Dr. Ross Golden, 
Professor of Radiology at Columbia University, was 
the guest speaker. His subject was “The Diag- 
nosis of Disease of the Small Bowel”. 





RANDOLPH COUNTY MEDICAL SOCIETY 


The Randolph County Medical Society held a gen- 
eral business meeting in November, following a 
dinner given by Dr. J. L. Fritz. 





UNION COUNTY MEDICAL SOCIETY 


The Union County Medical Society met on No- 
vember 10, with a perfect attendance of active mem- 
bers. Dr. F. N. Andrews spoke on “The Black 
Widow Spider”, and Dr. J. W. Ormond gave a paper 
on “Clinical Medicine and Physiology”. Dr. Francis 
Normer Andrews of Waxhaw was received as an 
active member of the society. 





SURGEONS’ COLLEGE APPROVES TRAINING 
PROGRAMS OF 216 HOSPITALS 


Stressing the importance to health defense of in- 
tensified effort in training surgeons, Dr. Dallas B. 
Phemister of Chicago announced on November 3, 
in Boston at the opening session of the Clinica] 
Congress of the American College of Surgeons, a 
list of 216 hospitals in the United States and Canada 
approved by the College for graduate training in 
surgery. Dr. Phemister is chairman of the com- 
mittee which is conducting this program. Duke Hos- 
pital is, thus far, the only hospital in North Caro- 
lina approved for graduate training in surgery, 
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THE ANNUAL CONFERENCE OF MEDICAL 
SECRETARIES OF CONSTITUENT STATE 
MEDICAL ASSOCIATIONS 


On November 14 and 15 the annual conference of 
secretaries of constituent state medical associations 
was held at the A.M.A. headquarters in Chicago. The 
non-secretary editors of state medical journals were 
also invited to participate in this conference, and 
the after-dinner program on November 14 was de- 
voted to problems of state medical journals. 

The conference was devoted chiefly to the medi- 
cal defense program, but the extension of plans for 
providing medical service came in for considerable 
discussion. The high light of the conference was 
the address by General Lewis B. Hershey, which is 
published in full in the Journal of the A. M. A. for 
November 29 (pages 1894-7). The other papers are 
to be published in full or in part in later issues of 
the Journal. 

Much interest was taken in the fate of medical 
students in the draft. General Hershey and others 
doubted that a law would be passed specifically ex- 
empting them, but gave assurance that they would 
be deferred until after a year’s internship, provided 
that they would join the Medical Administrative 
Corps Reserve during their last two years in medi- 
cal school. Upon graduation they will be trans- 
ferred to the Medical Corps Reserve, to be assigned 
to active duty if necessary. 





OFFICE OF CIVILIAN DEFENSE 


Dr. George Baehr, Chief Medical Officer of the 
Office of Civilian Defense, Washington, D. C., has 
announced the appointment of a subcommittee of 
the Advisory Board of the Medical Division, Office 
of Civilian Defense, to prepare recommendations on 
protective procedures for hospitals in the event of 
belligerent action. 

Dr. Robin C. Buerki, dean of the Graduate School 
of Medicine and director of hospitals of the Uni- 
versity of Pennsylvania; Philadelphia, a member of 
the Medical Advisory Board, is chairman of the 
new subcommittee and the members are: 

Dr. Willard C. Rappleye, commissioner of hos- 
pitals, New York City. 

Dr. Asabel J. Hockett, superintendent of Touro 
Infirmary, New Orleans. 

Dr. Anthony J. J. Rourke, medical superintendent 
of Stanford University Hospitals, San Francisco. 

Dr. Joseph Turner, director of Mount Sinai Hos- 
pital, New York City. 

Dr. Huntington Williams, commissioner of health 
of Baltimore. 





UROLOGY AWARD 


The American Urological Association offers an 
annual award ‘not to exceed $500.00’ for an essay 
(or essays) on the result of some specific clinical 
or laboratory research in urology. The amount of 
the prize is based on the merits of the work pre- 
sented, and if the Committee on Scientific Research 
deem none of the offerings worthy, no award will 
be made. Competitors shall be limited to residents 


in urology in recognized hospitals and to urologists 
who have been in such specific practice for not more 
than five years. 

Essays shall be in the hands of the Secretary, Dr. 
Clyde L. Deming, 789 Howard Avenue, New Haven, 
Conn,, on or before April 1, 1942. 
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AMERICAN MEDICAL ASSOCIATION 
BROADCASTS 


Doctors at Work, the dramatized radio program 
broadcast by the American Medical Association and 
the National Broadcasting Company will go on the 
air for its second season beginning December 6, 
1941, from 5:30 to 6:00 p. m., Eastern Standard 
time. The prog?am will be broadcast on upwards 
of seventy-five stations affiliated with the Red Net- 
work of the National Broadcasting Company and 
will be heard from coast to coast. 

The new series of broadcasts will resume where 
last year’s story left off, namely, with the marriage 
of Tom Riggs and Alice Adams, and the life of a 
young doctor and his wife in time of National 
Emergency in a typical, medium-sized, American 
City. 

The program will be produced under the super- 
vision of the Bureau of Health Education, of the 
American Medical Association, W. W. Bauer, M.D., 
Director. 

The program will be available to all stations 
affiliated with the Red Network of the National 
Broadcasting Company. Announcements should be 
sought in local newspaper radio columns under the 
title “Doctors at Work” or possibly “American 
Medical Association” or in some instances, “Health 
Broadcasts.” Evidence of local interest in the pro- 
gram may be the determining factor in whether a 
local station takes this educational, sustaining fea- 
ture or sells its time to a local, revenue producing 





program. 
EXAMINATIONS 
AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 


The written examination and review of case his- 
tories (Part I) for Group B candidates will be held 
in the various cities of the United States and Can- 
ada, on Saturday, January 3, 1942, at 2:00 p. m. 
Formal notice of the place of examination will be 
sent each candidate several weeks in advance of 
the examination date. No candidate will be ad- 
mitted to examination whose examination fee has 
not been paid at the Secretary’s Office. Candidates 
who successfully complete the Part I examination 
will proceed automatically to the Part II examina- 
tion held in June, 1942. 

The general oral and pathological examinations 
(Part II) for all candidates (Groups A and B) will 
be conducted by the entire Board, meeting at At- 
lantic City, N. J., in June, 1942, immediately prior 
to the annual meeting of the American Medical As- 
sociation. 

Application for admission to Group A, Part II, 
examinations must be on file in the Secretary’s 
Office not later than March 1, 1942. : 

As previously announced in the Board booklet, 
this fiscal year (1941-1942) of the Board marks the 
close of the two groups of classification of appli- 
cants for examination. Thereafter, the Board will 
have only one classification of candidates, and all 
will be required to take the Part I examinations. 

For further information and application blanks. 
address Dr. Paul Titus, Secretary, 1015 Highland 
Building, Pittsburgh (6), Pennsylvania, 
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FELLOWSHIPS IN NUTRITION RESEARCH 


Scientific attack on problems of the American 
diet was furthered with the announcement by 
Charles H. Swift, chairman of the board of di- 
rectors of Swift & Company of the establishment 
of a series of fellowships for research in nutrition. 
The fellowships are intended to aid the federal gov- 
ernment in its long-range national nutrition pro- 
gram. 

The fellowships provide for special research to 
be undertaken in laboratories of universities and 
medical schools with funds which the company has 
set aside as grants in aid, beginning November 1. 
The fellowships will be for one year but may be 
renewed where the project warrants it. 

Any fundamental study of the nutritive proper- 
ties of foods or the application of such information 
to improvement of the American diet and health 
will be eligible for consideration for a grant, ac- 
cording to Dr. R. C. Newton, vice-president in 
charge of the company’s research laboratories, who 
will coordinate the program. 





NEWS NOTES 


Dr. Paul H. Ringer of Asheville gave as his Presi- 
dent’s Address before the Southern Medical Asso- 
ciation, meeting in St. Louis, Missouri, November 
10-13, a paper on “Giants of Yesterday”. Others 
appearing on the program from North Carolina 
were: Drs. Roger D. Baker, J. Lamar Callaway, 
Bayard Carter, William M. Coppridge, Watt Eagle, 
E. C. Hamblen, Frederic M. Hanes, Angus McBryde, 
William Nicholson, Edward S. Orgain, R. Beverly 
Raney, Robert J. Reeves, Julian M. Ruffin, William 
Schulze, Barnes Woodhall, and Miss Mary A. Pos- 
ton of Durham; Drs. Fred K. Garvey, George Har- 
rell, and William L. Kirby of Winston-Salem; Drs. 
Oscar L. Miller and William M. Scruggs of Char- 
lotte; Drs. Edwin J. Chapman and C. C. Swann of 
Asheville; Dr. Car] V. Reynolds of Raleigh; and Dr. 
William M. Roberts of Gastonia. 

Among the Scientific Exhibits were those of Dr. 
William Allan, of the Bowman Gray School of Medi- 
cine of Wake Forest College, and Dr. Addison G. 
Brenizer of Charlotte. Dr. Allan’s exhibit was on 
“The Prevention of Hereditary Defects That Wreck 
Childhood”, and Dr. Brenizer exhibited “The Last 
Method of Ureteral Transplantation: Evolution of 
Ureteral Transplantation”. 

* * * 


Dr. William M. Coppridge, Durham, has been ap- 
pointed a member of the Council of the Southern 
Medical Association from North Carolina for a regu- 
lar Council term of five years, the appointment hav- 
ing been announced recently by the President, Dr. 
M. Pinson Neal, Columbia, Missouri. Dr. Coppridge 
succeeds Dr. Hamilton W. McKay, Charlotte, who, 
having served the Constitutional limit, was not 
eligible for reappointment. 


* * & 


Dr. Herman Max Schiebel of Durham was mar- 
ried to Miss Barbara Fish of New York City on 
October 7. 


* *x * 


Dr. Francis Normer Andrews. formerly of Blue- 
field, West Virginia, has located at Waxhaw, North 
Carolina, for the general practice of medicine. 

a 


Dr. Harold C. McDowell has announced the open- 
ing of offices in the Reynolds Building, Winston- 
Salem, for the practice of orthopedics and recon- 
struction surgery. 
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Dr. Robert R. Garvey and Dr. Fred K. Garvey, 
Winston-Salem, have announced the association of 
Dr. Charles M. Norfleet, Jr., with them in the 
practice of urology. 

* * * 

Dr. C. P. Anderson has left the Durham County 

Health Department to go to Gary, Indiana. 
* * * 

Dr. J. E. Osborne of Rosman has been assigned 
to submarine service as a Lieutenant Commander. 
* * * 

The following North Carolina physicians were 
registered at the St. Louis meeting of the Southern 

Medical Association. 

Baker, Roger D., Durham. 

Brewer, J. Street, Roseboro. 

Bridges, D. T., Lattimore. 

Brookshire, Harley G., Jr., Asheville. 

Brown, Harold W., Chapel Hill. 

Callaway, J. Lamar, Durham. 

Carter, Bayard, Durham. 

Chapman, E. J., Asheville. 

Cooley, S. S., Black Mountain. 

Coppridge, Wm. M., Durham. 
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AUXILIARY EXPANSION 

The expansion program of the State Aux- 
iliary is bearing satisfactory results. Meck- 
lenburg County was proudly welcomed into 
the State organization on October 29, when 
the Auxiliary to the Mecklenburg County 
Medical Society held an organization lunch- 
eon, attended by forty members. Arrange- 
ments were made under the direction of Mrs. 
G. Aubrey Hawes of Charlotte, the capable 
Councilor of the Seventh District, who is 
responsible for effecting the organization of 
this auxiliary. 

Officers of the Mecklenburg County Aux- 
iliary are Mrs. Raymond Thompson of Char- 
lotte, President; Mrs. Charles Gay of Char- 
lotte, Treasurer; and Mrs. Graham Reid of 
Charlotte, Secretary. 

The State Auxiliary President, Mrs. Sid- 
ney Smith of Raleigh, is accepting as many 
invitations as possible to visit county and 
district meetings, especially when new 
county groups are in the process of being 
organized. She was in Fayetteville on Oc- 
tober 23 to attend the meeting of the Fifth 
District as guest of Mrs. William T. Rainey, 
Councilor of this district. The district doc- 
tors’ wives and a number of visiting wives 
from Fort Bragg displayed keen interest in 
the aims and purposes of the Auxiliary, dis- 
cussed during the afternoon. As a result 
plans are under way for the organization of 
a Cumberland County Auxiliary and other 
county auxiliaries in the Fifth District. The 
Fayetteville doctors’ wives entertained at a 
beautiful tea following the meeting. 

Mrs. Smith went to Gastonia on November 
5 to attend the meeting of the Seventh Dis- 
trict Auxiliary, of which Mrs. James O. 
Nolan is president. She was on the program 
with Mrs. G. Aubrey Hawes, Councilor of 
the Seventh District, Mrs. Joseph A. Elliott 
of Charlotte, State Program Chairman, and 
Dr. John Elliott of Salisbury, who spoke on 
blood plasma and blood banks. In addition 
to the formation of an auxiliary in Mecklen- 
burg County, this district reported that or- 
ganization is in progress in Gaston and 
Cleveland Counties. 

The Third District Councilor, Mrs. D. M. 
Royal of Salemburg, entertained representa- 
tives from each of the counties in her district 
at luncheon at her home on November 18, 
with Mrs. Smith and Mrs. P. P. McCain of 
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Sanatorium, Chairman of Past Presidents, 
as honor guests. Mrs. McCain gave inter- 
esting highlights in the history of the Aux- 
iliary and Mrs. Smith spoke on the place of 
the Auxiliary in the modern realm of medi- 
cal science. 

The State President will be the guest of 
the Guilford County Auxiliary at luncheon 
at the home of Mrs. Wesley Taylor in 
Greensboro on December 19. Mrs. Edward 
T. Harrison of High Point is Councilor of 
the Eighth District, which embraces the 
strong Forsyth and Guilford County Aux- 
iliaries. 

The Craven County Auxiliary held an en- 
thusiastic meeting on October 29 in New 
Bern, when five new members were enrolled 
and a $25.00 contribution was sent to sup- 
port the two beds in the tubercular sana- 
toriums at Black Mountain and Sanatorium. 
Ten dollars of this amount was contributed 
to this fund by the New Bern Nurses’ As- 
sociation. Mrs. C. 8S. Barker of New Bern is 
president of the Craven County Auxiliary. 
Guests at the meeting were Mrs. K. B. Pace 
of Greenville, Councilor of the Second Dis- 
trict, and Mrs. T. Leslie Lee of Kinston, 
Chairman for National Defense. 

The Forsyth County Auxiliary has held 
its first fall meeting, and will meet again in 
December, reports Mrs. Robert L. McMillan 
of Winston-Salem, president. The Robeson 
County Auxiliary met in October at the call 
of the president, Mrs. H. T. Pope of Lumber- 
ton. The Wake County Auxiliary, of which 
Mrs. A. C. Campbell is president, is having 
very successful monthly luncheon meetings, 
visiting the various towns in the county. The 
September meeting was held in Raleigh, and 
in October the Wake County doctors’ wives 
were entertained at the American Legion 
Hut in Fuquay-Varina. The December meet- 
ing will be held in Wendell. Wake County 
devotes some of its meetings to planned pro- 
grams on medical subjects, others to dis- 
cussion of Auxiliary activities. 

MRS. VERNE 8S. CAVINESS, 
Press and Publicity Chairman. 


THE McCAIN-STEVENS BED FUND 


“To organize, to raise more money, to do 
more good” should be the aim of every doc- 
tor’s wife in the State of North Carolina. 
If everyone could see the good that has been 
accomplished by the bed fund, perhaps she 
would be inspired and willing to devote time 
and effort to this worthwhile project. 
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In 1928 the Auxiliary took a bed at the 
North Carolina Sanatorium, which they sup- 
ported as an annual project until 1934. In 
this year Mrs. R. S. McGeachy made a mo- 
tion that we make this bed a permanent 
project and call it the McCain Bed. Since 
that time fourteen doctors, members of doc- 
tors’ families, nurses, children and others 
have been our guests in this bed, and we 
have been allowed to share in their fight to 
regain their health. 

In 1940 the Auxiliary took a bed at the 
Western Sanatorium, which was named the 
Stevens Bed. There has been only one pa- 
tient in this newer bed, Dr. W. G. Byerly of 
Lenoir, who is our guest at the present time. 
We now have another doctor in the McCain 
Bed, Dr. Meredith Johnson. 

In 1935 Mrs. J. Buren Sidbury started an 
endowment fund for our beds, and on May 
18, 1941, our treasurer reported that a total 
of $2,024.51 has been raised toward our 
$10,000 goal. This is a real challenge to 
every person in the state interested in medi- 
cine—to raise this money in order that our 
beds may be assured. 

In the ten years from 1929 until 1939 the 
Auxiliary paid to the Sanatorium $2,385.88. 
Did you and your county share in this? A 
small amount of your time spent in raising 
money for our beds may insure a large 
amount of some sick person’s time for get- 
ting well. 

It is not long until Christmas. Make a 
note right now to remember our guests dur- 
ing the holiday season—and through the new 
year. 

Mrs. J. R. TERRY, 
State Chairman of McCain- 
Stevens Bed Fund. 





Inu Memoriam 


Robert Randolph Jones, Jr.. M.D., of Durham, 
aged 39, was fatally shot by a deranged patient on 
November 18, 1941. Dr. Jones was widely known 
for his work in plastic surgery. He was a graduate 
of the Johns Hopkins University School of Medi- 
cine in 1928; Assistant Professor of Surgery at 
Duke University School of Medicine and Assistant 
Surgeon, Duke Hospital, Durham; Director of the 
Duke Tumor Clinic; Director of Education of the 
North Carclina Division of the Women’s Field Army 
for the Control of Cancer; Fellow of the American 
College of Surgeons; Licentiate of the American 
Board of Surgery; Member of Phi Beta Kappa, 
Alpha Omega Alpha, and Alpha Kappa Kappa. 

In 1929 Doctor Jones married Virginia Murray 
His wife, one son—Randolph, III, aged 7—his father, 
mother, and two brothers, John B. Jones, of El] Paso, 
Texas, and Dr. Thomas T. Jones, of Durham, survive. 
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BOOK REVIEWS 


Gynecology and Female Endrocrinology. By 
Emil Novak, A.G., M.D., D.Se. (Hon. Dub- 
lin), F.A.C.S., Associate in Gynecology, The 
Johns Hopkins Medical School. Price, $10.00. 
Boston: Little, Brown and Co., 1941. 


Gynecology, until recent years, was merely an 
adjunct of surgery. It might well have been de- 
fined as the surgery of the female pelvis. The re- 
cent developments in endocrinology have, however, 
placed at the gynecologist’s disposal a number of 
facts as a scientific basis for his subject, as well 
as numerous therapeutic agents with which to treat 
his patients. It is with this broadened outlook on 
the subject that Novak has written the present 
volume. The combination of gynecology and female 
endocrinology requires no apology, and in fact seems 
to the reviewer to be the sine qua non of any ade- 
quate presentation of the subject. Not only will 
the gynecologist find the book of value but the 
general practitioner will also be helped in under- 
standing and treating the many gynecologic dis- 
orders encountered in daily practice. Unlike the 
several excellent monographs on gynecologic en- 
docrinology which have appeared in recent years, 
the present volume includes the general aspects of 
gynecology (exclusive of operative technique) found 
in the usual text on the subject. 





Physical Diagnosis. By William Nance An- 
derson, M.D., Associate Clinical Professor 
of Medicine in the University of Southern 
California School of Medicine. 424 pages, 
with 92 illustrations. Price, $4.75. Phila- 
delphia: Lea and Febiger, 1940. 

This book is primarily intended for the medical 
student beginning the study of physical diagnosis. 
It includes a discussion of (1) the fundamental! 
principles of palpation, percussion and auscultation, 
(2) the methods of examination in general use, 
and (3) a description of the characteristic symp- 
toms and signs of important diseases of the heart, 
lungs and abdominal viscera. The book is written 
in a clear and lucid style and should prove of value 
not only to the student but to the general practi- 
tioner desirous of refreshing his knowledge of the 
principles of physical diagnosis. 





Symptoms in Diagnosis. By Jonathan 
Meakins, M.D., LL.D., Professor of Medi- 
cine and Director of the Department of 
Medicine, McGill University; Physician-in- 
Chief, Royal Victoria Hospital, Montreal; 
Formerly Professor of Therapeutics and 
Clinical Medicine, University of Edinburgh. 
323 pages, illustrated. Price $4.00. Bos- 
ton: Little, Brown and Company, 1941. 

Dr. Meakins’ long training as a clinician and a 
teacher has well qualified him to evaluate the rela- 
tive importance of symptoms in the study of dis- 
ease. As he says in his preface, “Symptoms are the 
patient’s way of telling his story.” The symptoms 
usually encountered are enumerated and their proba- 
ble causes named. Particular attention is paid to 
disturbances of sensation. The brevity of the book 
is a welcome change from some of the more ponder- 
ous volumes that often show evidence of unneces- 
sary padding. It should prove stimulating and 


helpful to students ‘and practitioners alike. 
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Approved Laboratory Technic. Clinical, . 
Pathological, Bacteriological, Mycological, 
Parasitological, Serological, Biochemical 
and Histological. By John A. Kolmer, Pro- 
fessor of Medicine, Temple University; and 
Fred Boerner, Assistant Professor of Bac- 
teriology, School of Medicine and Graduate 
School of Medicine, University of Pennsyl- 
vania. Ed. 3. Price, $8.00. New York: 
Appleton-Century Company, 1941. 


This new edition of a well-known text has been 
brought up to date by the addition of approved 
procedures recently introduced into medicine. The 
book is complete and authoritative, the authors hav- 
ing been assisted by a group of collaborators promi- 
nent in various fields of clinical pathology. All 
laboratory procedures usually called upon in clinical 
diagnosis are described in detail and their signifi- 
eance is indicated. 

Laboratory methods are generally acknowledged 
to be an important part of modern medical practice. 
Unfortunately, the various procedures employed lose 
their unique and principal value — objectivity — by 
being performed too often by technicians instead 
of by the physician himself. The routine nature of 
such procedures, particularly when they are inex- 
pertly supervised, frequently results in poorly done 
work. This, rather than any inherent inadequacy 
of laboratory methods, is responsible for any defici- 
ency which these procedures may show when ap- 
plied to medical practice. The practitioner, as well 
as the student of medicine, will profit by giving 
greater attention to this oft neglected part of his 
subject, and the present volume can be recommended 
for this purpose. 





The Principal Nervous Pathways. Neuro- 
logical charts and schemas with explana- 
tory notes. By Andrew Theodore Rasmus- 
sen, Ph.D., Professor of Neurology, Depart- 
ment of Anatomy, University of Minnesota 
Medical School, Minneapolis, Minn. 73 pages, 
with 28 full page figures. Price, $2.50. 
New York: The Macmillan Company, 1941. 


The author presents a completely revised edition 
of a book which has long been known to teachers 
and medical students as a most concise and com- 
plete representation of the principal nervous path- 
ways. The main paths of the spinal cord are pre- 
sented, and also the tracts and divisions of the 
nervous system associated with the special senses 
such as optic, olfactory, auditory, gustatory and the 
equilibratory system. 

Each system is treated separately and the ma- 
terial is presented by three methods: diagram, word 
description and outline. 

Of special interest in this edition is the inclusion 
of recent information on the subdivision and func- 
tional localization in the thalamus. Also included 
are the results of a study made by serial sections 
of cords removed from individuals on whom lateral 
chordotomy had been performed. Such information 
has resulted in a more accurate placement of the 
lateral spinothalamic tract (pain and temperature 
conduction) and suggests the feasibility of surgical 
interruption of this path at higher levels—that is, 
at the pons and midbrain. 

This book is to be recommended not only to stu- 
dents and teachers but to practitioners as well, be- 
cause of its compact presentation. 
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The Care of the Aged. By Malford W. 
Thewlis, M.D., Attending Specialist, Gen- 
eral Medicine, United States Public Health 
Hospitals, New York City; Attending Phy- 
sician, South County Hospital, Wakefield, 
R. I.; Special Consultant, Rhode Island De- 
partment of Public Health. Third Edition, 
entirely rewritten. 579 pages. Price, $6.00. 
St. Louis: The C. V. Mosby Company, 1941. 

Whether we like it or not, the proportion of older 
people in our population is bound to show a steadv 
increase. Consequently the ailments peculiar to old 
age must necessarily assume greater importance, 
especially to the general practitioner and the in- 
ternist. After devoting a quarter of a century to 
the subject, Dr. Thewlis is admirably qualified to 
discuss the problems of old age, and does so from 
the viewpoint of a sympathetic friend and counselor. 

The work is divided into five sections: (1) general 
considerations; (2) miscellaneous medical problems; 
(3) specific infections; (4) non-infectious diseases; 
and (5) pathologic conditions in old age. These 
are all given properly balanced consideration. 
Throughout the whole book there is evident the 
author’s good common sense. The style is clear, 
and altogether the book can be heartily commended 
to all medical men, but especially to general practi- 
tioners and internists. 

Rheumatic Fever in New Haven. Edited by 
John R. Paul, M.D., Professor of Preven- 
tive Medicine, Yale University School of 
Medicine. 176 pages. Price $1.00. Paper 
binding. Lancaster, Pennsylvania: The 
Science Press Printing Company, 1941, 
Distributed by the Milbank Memorial Fund, 
40 Wall Street, New York City. 

This little volume gives an excellent summary of 
a twelve year study made possible by grants from 
the Milbank Memorial Fund. Rheumatic fever in 
New Haven was studied from a number of angles, 
such as epidemiology, prevalence, age-incidence, liv- 
ing conditions, economic status and heredity. While 
no startlingly original conclusions were reached, the 
study was thorough and the findings valuable. 
Among the results of the study were the findings 
that active rheumatic cases made up 1.2 and the 
inactive rheumatic heart cases made up 1.5 per cent 
of admissions to New Haven hospitals; that the dis- 
ease was most prevalent from 5 to 24 years of age; 
that upper respiratory infections were often fol- 
lowed within ten to twenty-one days by rheumatic 
fever; and that rheumatic fever was from 1.5 to 2 
times more frequent among the poorer classes than 
among well-to-do, although curiously those with 
moderate incomes had a slightly higher incidence 
than the poor or very poor. Crowded living condi- 
tions seemed to favor its greater frequency, as did 
wet or damp surroundings. Heredity was shown to 
play a definite part. 

The Danger of Overenthusiasm.—With the great 
advances that are being made in medicine, it is 
necessary to preserve an open mind and to change 
our ideas frequently, but we must never be carried 
away by overenthusiasm or accept things without 
adequate evidence. When we do not know, we 
should say so and enlist the aid of people who do. 
With increasing knowledge and experience one will, 
if he is stable, acquire good judgment and will be 
able to tell when a procedure appears to offer some 
promise and when it does not. A good physician 
considers only the welfare of his patient and will 
subject him only to those therapeutic and operative 
procedures which will help him.—Willard O. Thomp- 
son: Common Sense in the Practice of Medicine, 
Illinois M. J. 80:369 (November) 1941. 
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Squibb Now Packages Diphtheria Toxoids 
According to New Recommended Dosages 


Following the recommendation of the Committee 
on Administrative Practice of the American Public 
Health Association of two doses of diphtheria toxoid 
alum precipitated, or three doses of diphtheria 
toxoid, for immunization against diphtheria, E. R. 
Squibb & Sons, New York, are now supplying 
Diphtheria Toxoid Alum Precipitated Squibb in two- 
dose packages and Diphtheria Toxoid (Ramon) 
Squibb in three-dose packages. 

The new recommended dosages are the outgrowth 
of comprehensive studies which have shown con- 
clusively that a higher percentage of children re- 
ceiving 2x1 cc. doses of diphtheria toxoid alum 
precipitated, or three doses of diphtheria toxoid, will 
be subsequently Shick-negative, than those children 
to whom only 1 ce. of diphtheria toxoid alum pre- 
cipitated or 2x1 cc. of diphtheria toxoid—the here- 
tofore commonly used dosages—is administered. 

Squibb diphtheria toxoids are now packaged as 
follows: 


Diphtheria Toxoid Squibb (Anatoxin Ramon): 
3x1 cc. vials, — (one complete immunization) 
30 cc. vial (ten complete immunizations) 

1 cc. vial for reaction test. 


Diphtheria Toxoid Alum Precipitated Refined 
Squibb: 
2x1 ce. vials, — (one complete immunization) 
2x % cc. vials, — (one complete immunization) 
10 cc. vial — (five complete immunizations) 
5 ec. vial — (five complete immunizations) 








Why Mead Johnson and Company Cooperates 
With the Council 


Voluntarily, we market only Council-Accepted 
products because we have faith in the principles 
for which the Council on Pharmacy and Chemistry 
(and the Council on Foods) stand. , 

We have witnessed the three decades during which 
the Council has brought order out of chaos in the 
pharmaceutical field. For over thirty years it has 
stood —alone and unafraid— between the medical 
profession and unprincipled markers of proprietary 
preparations. 

The Council verifies the composition and analysis 
of products, and substantiates the claims of manu- 
facturers. By standardizing nomenclature and dis- 
appreving therapeutically suggestive trade names, 
it discourages shotgun therapy and self-medication. 
It is the only body representing the medical pro- 
fession that checks inaccurate and unwarranted 
claims on circulars and advertising as well as on 
packages and labels. 





To supplement their line of products for use in 
the treatment of anemia, E. R. Squibb & Sons, New 
York, have introduced Capsules Ferrous Sulfate 
with B,. Each capsule contains 3 grains ferrous 
sulfate exsiccated (approximately 60 mg. iron) to- 
gether with 1 mg. pure crystalline thiamine hydro- 
chloride (333 U. S. P. XI units vitamin B,). 

Capsules Ferrous Sulfate with B, Squibb are. de- 
signed for oral administration in the prophylaxis 
and treatment of secondary anemia, especially where 
the addition of vitamin B, is considered desirable, 
as during pregnancy and lactation, infancy and 


childhood, and in patients with anorexia associated 
with thiamine lack. They may also be useful as a 
supplement to liver therapy in the treatment of 
pernicious anemia when an 
exists. 


iron deficiency also 





